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Fastest. and shortest-acting oral barbiturate 


your patient should not be 


endangered by fluid accumulation 


during “rest periods’ 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 


administration without dosage limitation results in refractoriness. 


Other diuretics may require interrupted dosage to avoid gastro- 


intestinal irritation. 


But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 


nur NEOHYDRIN 


BRAND OF CHLORMERODRIN (16.5 MG. OF 3-CHLOROMERCURI-2-METHOXKY- PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 
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ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 


‘ Re facilities are afforded for recreational and occupational therapy, particularly out 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the tient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a !timited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluf?, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


ATTENTION 


Physicians — Residents — Internes 


ARE YOU CONSIDERING THE PURCHASE OF NEW EQUIPMENT? 


WE CAN EQUIP YOUR OFFICE COMPLETE. THE FOLLOWING ON 
DISPLAY... 


ELECTROCARDIOGRAPHS DIAGNOSTIC EQUIPMENT 
EXAMINING & TREATMENT LABORATORY SUPPLIES 
ROOM FURNITURE SURGICAL INSTRUMENTS 
MICROWAVE DIATHERMY FRACTURE EQUIPMENT 
ULTRASONIC THERAPY UNITS STERILIZING EQUIPMENT 


SCIENTIFIC EQUIPMENT 


AND MANY OTHER ITEMS 


We invite you to our stores. Let our SPECIALLY TRAINED PERSONNEL 
help you make your selection. SEE what you BUY, BEFORE you BUY IT. 


VISIT US AT YOUR CONVENIENCE. WRITE, WIRE or TELEPHONE 
if you desire NIGHT or WEEKEND APPOINTMENT. 


We SERVICE what we SELL. SUITABLE TERMS 


Winchester Surgical Supply Co. 
119 East 7th St. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester-Ritch Surgical Co. 
Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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clinical 
advantages 


* rapid absorption and distribu- 
tion to all parts of the body 


* prompt, broad-spectrum action 
against infections caused by 
gram-positive and gram-negative 
bacteria, spirochetes, certain 
large viruses and protozoa 


* minimal incidence of adverse 
reactions 


¢ available in a wide selection of 
convenient dosage forms for oral, 
parenteral or topical use 


Tetracycline the nucleus of 
modern broad-spectrum activity diseov- 
ered and identified by Pfizer scientists 


Prizer LABORATORIES 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, N. Y. 
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Multiple Compressed Tablets ‘Co-Dettra’ and *Co- 
Hypectra’ are unique among the dosage forms of the 
newer steroids, because they are specifically designed 
as a tablet within a tablet to provide stability and to 
release in sequence, antacid and anti-inflammatory 
agents... 


1. the outer layer of antacids (aluminum hydroxide gel 
and magnesium trisilicate) comes into contact with the 
gastric mucosa first . . . and after it is completely 
dissolved .. . 


2. the hitherto intact inner core containing the amti- 
inflammatory agent (either prednisone or predniso- 
lone) then begins to release its full therapeutic poten- 
tial... . and not before. 
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Multiple 
Compressed 
Tablets * 
Prednisone Buffered 
at 


benefits prednisone 
and prednisolone 


plus 


positive antacid 


action to minimize 
gastric distress... 


A reportedly higher incidence of gastric dis- 
tress in patients receiving the newer steroids 
prednisone and prednisolone indicates the 
desirability of co-administering non-systemic 
antacids. ' 

To help the physician cope with this prob- 
lem of gastric distress which might other- 
wise become an obstacle to therapy with the 
newer steroids . . . Multiple Compressed 
Tablets ‘Co-DELTRA’ (Prednisone Buffered) 


‘Co-Dectra’ and ‘Co-Hyprt rea’ 
are trade-marks of Meack & Co., INC, 


and (Prednisolone Buttered) 
are now available. 

and are now 
available in bottles of 30 on your prescrip- 
tion. Each Multiple Compressed Tablet 
contains: 

Prednisone or Prednisolone, § mg.; 300 
mg. ofdried aluminum hydroxide gel, U.S.P., 
and 50 mg. of magnesium trisilicate. 


1. Bollet, A. J., Black, R., and Bunim, J. J.A.M.A, 188: 
459, June 11, 1955, 


Prednisolone Buffered 


«ip 


Philadelphia 1, Pa, 
Division of Merck & Co., Inc, 
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How to in’ friends ar 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
15¢ Bottle of 24 tablets (2'+ grs. each). 


We will be pleased to send samples on request. 


THE BAVER COMPANY DIVISION 


of Sterling Drug Inc 


1450 Broadway, New York 18, N. Y. 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NICOZOL: wilh 


Mail Coupon for Free NICOZOL 

Drug Specialties, Inc. 

P. O. Box 830, Winston-Salem, N. C. 

Kindly send me professional sample of NICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or 4) teaspoonful 
of elixir contains: 
Pentylenetetrazol 100 mg., 
Nicotinic acid 50 mg. 


1. Levy, 8., J.A.M.A., 153:1260, 1594, 
2. Thompson, L., Procter, R., North Carolina 
M. J., 15.5996, 1954 


PTHICAL PHARMACEUTICALS 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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STANDING 


is easier with STERANE'— 
3-5 times more potent 
than hydrocortisone or 


in rheumatoid arthritis cortisone? 


WALKING 

follows rapidly.' STERANE 
“is more effective than any 
previous drug in the control 


WORKING 
functional mobility is 
restored even where other 
steroids fail or cease to 

be effective.?4 


WITH MINIMAL 
DISTURBANCE 


of electrolyte balance'*— 
patients may even be treated 
without diet restrictions. 


brand of prednisolone 


suppliea: White, 5 mg. oral 
tablets, bottles of 20 and 100. 
Pink, 1 mg. oral tablets, 


bottles of 100. 
1. Spies, T. D., et al.: GP 12:73, No. 1, 
1955. 2. Boland, E. W.: J sw 


160:613, 1956. %. Gillhespy, R. 
Lancet 2: 1393, 1955. 
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also valuablo in: osteoporosis + protein depletion + menopause 


two strengths for individualized therapy 


GYNETONE REPETABS “.02”; Ethinyl Estradiol U.S.P. 0.02 mg. 
plus 5 mg. Methyltestosterone U.S.P. 

GYNETONE REPETABS “.04": Ethinyl Estradiol U.S.P. 0.04 mg. 
plus 10 mg. Methyltestosterone U.S.P. 


GY combined estrogen-androgen, 
Reretass,® Repeat Action Tablets. 
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GYNETONE | 
REPETABS 


| in the changing years 
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two strengths 
0.02 mg. ethinyl estradiol plus 5 mg. Methyltestosterone U.S.P. 
0.04 mg. ethinyl estradiol plus 10 mg. Methyltestosterone U.S.P. 


GYNeTone,® combined estrogen-androgen. 
Reretass,® Repeat Action Tablets. 
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REPETABS standard 
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convenience 


for therapeutic 


daylong relief from a single dose 


CHLOR-TRIMETON REPETABS 8 and 12 mg. 
PRANTAL REPETABS 100 mg. 
GYNETONE REPETABS “.02” and “.04” 


CHLOR-TRIMETON® Maleate, brand of chlorprophenpyridamine maleate. 
PRANTAL® Methylsulfate, brand of diphemanil methylsulfate. 
GYNETONE,® combined estrogen-androgen. 
Repertass,® Repeat Action Tablets. 


Schering 
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CHOICE-OF-FOODS 
DIET LIST CHART 
DEVELOPED BY 
FOOD EDUCATION DEPT. 


CHAS. 


B. KNOX GELATINE COMPANY 
JOHNSTOWN, NY : 


New Booklet Available to Aid 
Management of Overweight Patients 


The 1955 edition of the well-known Knox “‘Eat- 
and-Reduce”’ booklet eliminates calorie counting 
for your obese patients. This year’s edition is 
based on the use of Food Exchange Lists' which 
have proved so accurate in the dietary manage- 
ment of diabetics. These lists have been adapted 
to the dietary needs of patients who must lose 
weight. 

The first 18 pages of the new booklet present in 
simple terms key information on the use of Food 
Exchanges (referred to in the book as Choices), 
In the center, double gatefold pages outline color- 
coded diets of 1200, 1600, and 1800 calories based 
on the Food Exchanges. Physicians will find 
these diets easy to revise to meet the special 
needs of individual patients, 

To help patients persevere in their reducing 


plans, the last 14 pages of the new Knox booklet 
are devoted to more than six dozen tested, low- 
calorie recipes. Please use the coupon below to 
obtain copies of the new ‘Eat-and-Reduce”’ book- 
let for your practice, 


1. Developed by the U. 8. Public Health Service assisted by committees of 
The American Diabetes Assn., Inc, and The American Dietetic Assn 


Chas. B. Knox Gelatine Co., Ine. 

Professional Service Dept. 55-17 

Johnstown, N. Y. 

Please send me copies of the new illustrated 
Knox “Kat-and-Reduce”’ booklet based on Food 
Exchanges. 
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The above advertisements appeared recently in 
Life, Saturday Evening Post, and Today's Health. 
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“How to look at a doctor's bill’ could well serve as the title for recent 


Parke-Davis advertisements on the cost of medical care. For they suggest 


to the public new ways of looking at the extraordinary value one buys 


with each dollar spent for prompt and proper medical care. 


These Parke-Davis messages talk in everyday language about familiar 
but “forgotten” facts. Some examples: the steadily decreasing cost of 
curing diseases such as pneumonia, the phenomenal reduction in the 
death-rate for children, the substantial savings in time and income because 


of the shortened duration of hospital stays. 


By highlighting the heartening facts of medical progress in relation to 
the cost of medical care, this new series hopes to help in creating a 


healthy, realistic public opinion on the reasonableness of medical costs. 


To do this successfully, we wish the facts to have the widest possible 
readership. Therefore these advertisements are being published regularly 
in such mass-circulation magazines as LIFE, the SATURDAY EVENING 
POST, and TODAY'S HEALTH. 


If you would like to have folder-size reprints 
of any of these ads for your reception room, we 
will be happy to supply them on request. 


PARKE, DAVIS & COMPANY 


Detroit 32, Michigan 
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Meat... 


and the Rehabilitation of 
Protein Depleted Patients 


Although the recommended daily allowance of one gram 
of protein per kilogram of body weight is adequate for the average healthy 
adult,’ greater amounts may be needed in the rehabilitation of patients 
depleted in protein after severe infections, mechanical trauma, burns, or 
extensive surgery.’ Protein needs for tissue regeneration during convales- 
cence are high, 


To speed rehabilitation of the protein depleted patient, top quality 
protein and calories should be given in generous quantity.*, However, a 
high protein intake, 130 grams daily, at best induces a slow response.’ 
Intakes at 3 or 4 times that level may produce considerably more rapid 
gain in weight, strength, and morale.*® If mastication and swallowing are 
difficult, canned strained meats—such as used in infant feeding—may be 
used to advantage in the high protein diet.? 


Lean meat, outstanding in contained top quality protein, may well 
be made the keystone of the high protein diet. Its abundance of vitamin 
B complex and essential minerals—iron, phosphorus, potassium, and mag- 
nesium—adds to its therapeutic value. Important also are its appetite 
appeal, its easy digestibility, and its virtual freedom from allergenic 
properties, 


1. Recommended Dietary Allowances, Washington, D. C., National Academy of Sciences— 
National Research Council, Publication 302, 1953. 
2. Co Tui: Review: The Fundamentals of Clinical Proteinology, J. Clin. Nutrition 7:232 (Mar.- 
Apr.) 1953. 
. Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: The Biology of Human 
Starvation, Minneapolis, Univ. of Minnesota Press, 1950. 
. Burger, G.C.E.; Drummond, J.C., and Sandstead, H.R.: Malnutrition and Starvation in 
Western Netherlands, The Hague General State Printing Office, 1948, Part II, p. 91. 
. Co Tui; Kuo, N.H.; Chuachiaco, M., and Mulholland, J.H.: The Protein Depletion (Hypo- 
proteinia) Syndrome and Its Response to Hyper-Proteinization, Anesth. & Analg. 28:1 
(Jan.-Feb.) 1949. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


Reduces Muscular Tension 


MEPROBAMATE 
(2-methyl-2-n- propyl-1,3- propanediol dicarbamate) 
Licensed under U.S, Patent No. 2,724,720 


Electromyography shows decisive response 


t 
7. 


Electromyographic study of neuromuscular hyper- ambulatory treatment with EQUANIL; showing def- 
activity in 42-year-old male with anxiety-tension syn- inite reduction in tension, greater ability to relax, 
drome. A, Before EQUANIL; action potential of high and marked improvement in muscular coordina- 
amplitude and frequency. B, After one week of tion. C, Point where patient makes effort to relax.' 


The remarkable effectiveness of EQUANIL may 
be demonstrated in two ways. One is by its 
ability to relieve muscle spasm and neuromus- 
cular tension.' The second is by its ability to 
relieve mental tension and anxiety, 


Usual dosage: | tablet t.i.d. The dose may be adjusted 
either up or down, according to the clinical response of 
the patient. 


Supplied: Tablets, 400 mg., bottles of 50. 
1. Dickel, H.A., et al.: West. J. Surg., April, 1956, 


anti-anxiety factor 
with muscle-relaxing action 
... felieves tension 


"Trademark 
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DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Are Smoother 


THE VICEROY TIP HAS... 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 
smoother—never rough. Only Viceroy has is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 


Yes, smoother taste because there are 
TWICE AS MANY FILTERS 
IN EVERY VICEROY TIP 
as the other two largest-selling filter brands! 


Brand B Brand, C 


Filter Tip 
CIGARETTES 


pure cellulose—soft, snow-white, natural! KING-SIZE : 


Viceroy’s exclusive filter is made from 


XVI 
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looked over often... 


the patient with nonspecific rheumatism 


NOW-thoroughgoing relief with 


NEw 


IGMAGEN 


TABLETS 


combining 


a 0.75 mg. — best of the new 
Acetylsalicylic acid . . . 325mg -best of the old 
Ascorbic acid ...... 20 mg. 


antirheumatic + anti-inflammatory «+ analgesic + supportive 


Combined effectiveness of the antirheumatic 
agents in SIGMAGEN permits maintenance of clinical 
relief at minimal dosages. 


SIGMAGEN,* brand of corticoid-analgesic compound, 
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Specializing 
in your patients’ HOSPITAL, SURGICAL and MEDICAL 
insurance problems makes the local AMERICAN HEALTH 


AGENT a valued ‘“‘Doctor’s Aide.’’ 


Because he is a specialist who focuses his attention on 
Health Insurance, the local American Health Agent has won a 
position of friendship and trust. 

As a career agent in his chosen field, it is his purpose to serve 
both Doctor and patient as a true “friend in need”’ at all times, 
with prompt settlemen®, efficient service, and a sympathetic 
vy understanding of the problems of the medical profession. 


Complete 


Local Service] American Health 


In 
Your State INSURANCE CORPORATION 
FIRST NATIONAL BANK BUILDING, BALTIMORE 2, MD. 
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All the benefits of prednisone 


and 


ComPRESSED 
TABLETS 


Prednisone Buffered 


and prednisolone 
plus positive antacid 
action to minimize 
gastric distress 


Multiple Compressed Tablets of ‘Co-Dettra’ 
and ‘Co-Hypevtra’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components, 


MutTiIPLe 


'Co-Hydeltra’ 


Philadelphia 1, Pa. 
Division or Merck & Co., Inc. 


Supplied: Multiple Compressed Tablets of 
*Co-DetTra’ and ‘Co-Hypetra’, each contain- 
ing 5 mg. prednisone or prednisolone, 300 ~~ of 
dried aluminum hydroxide gel, U.S.P., and 50 
mg. of magnesium trisilicate, U.S.P., bottles of 
30 tablets, 


‘Co-Devtaa’ and ‘Co-Hypevtra’ 
are the trademarks of Meacx & Co., Inc, 
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GOOD NEWS 


for your overweight patients 


A scientifically tested weight re- 
duction diet is available in con- 
venient leaflet form. The diet is 
easy to follow, nutritionally ade- 
quate, and permits loss of one-and- 
a-half to two pounds a week for an 
active individual. 

This diet is easy to follow be- 
cause it contains three full meals 
aday ... including a hearty break- 
fast. The foods can easily be ob- 
tained in a restaurant or from the 
family table .. . they are palatable 
with a satiety value which pre- 
vents undue hunger. 


Actually, there are two moder- 
ately low calorie diets in this leaflet 
~1400 and 1800 calories respec- 
tively. Active individuals have 
successfully lost weight at a de- 
sired rate——smaller women on the 
lower calorie intake and larger 
women and men on the higher cal- 
orie intake. The foods included 
provide all essential nutrients in 
amounts which meet the recom- 
mended dietary allowances for 
adults...and provide approx- 
imately equal quantities of pro- 
tein, fat, and carbohydrate. 


Menus for three full meals a day 
for an entire week are presented. 
The folder is being made available 
to professional people only. It will 
be useful even where a patient may 
require a different calorie level for 
weight loss. In such case, the 
physician can suggest desired 
modifications, retaining the basic 
diet plan. 


This information is reproduced in the interest in good nutrition and health 
by the Dairy Council Units in North Carolina. 


High Point-Greensboro Winston-Salem Durham-Burlington-Raleigh 
105 Piedmont Bldg. 106 N. Cherry St. 310 Health Center Bldg. 
Greensboro, N. C. Winston-Salem, N. C. Durham, N. C. 
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Upjohn 


Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


lf... 


Supplied : 

5 mg. tablets in bottles of 50 

10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


SREGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTIGONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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When a DOCTOR needs 2 DOCTOR 


When you’re sick or disabled, chances are your pro- 
fessional income stops. You’ve no boss to carry you 
on the payroll . . . no 30-day sick leave . . . no work- 
man’s compensation. 


Your only protection against that kind of financial 
disaster is a plan of INCOME REPLACEMENT. 


MUTUAL OF OMAHA’S Accident and Sickness 
Program has been designed for just such an emer- 


gency. 
Full details without obligation. Address PROFES- 
SIONAL DEPARTMENT, Mutual of Omaha. 


The Largest Exclusive Health and Accident Company in the World 
More than 700 Million Dollars Paid in Benefits 


HOME OFFICE: OMAHA, NEBRASKA 
V. J. SKUTT, President 


G. A. RICHARDSON, General Agent . J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 
J. P. GILES, General Agent 
Asheville, N. C. 
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Reprint of recent 
in vivo studies avail- 
able on request 


Braylen 


On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


this most recent form of aluminum ant- 
acid therapy is as active—IN 
Form—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate . . . shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets’. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Maigiyn Compound, tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0,162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow), 


1, Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954, 
3 Senger E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


CHATTANOOGA 9, TENNESSEE 


dihydroxy aluminum aminoacetate 


PHARMACEUTICAL COMPANY 


Revision of 

® 
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“Nourish the sapling 
to make strong the tr 
What the child is, 


the man will be. 


All physicians appreciate the strictness of pharmaceu- 
tical standards. Pablum Cereals are the only baby 
cereals made by nutritional and pharmaceutical spe- 
cialists. All four Pablum Cereals are enriched with 
thiamine, riboflavin, calcium, phosphorus, copper, and Tae 
with iron in its most assimilable form. 
Now available in these bright new packages. 


Dbum rodusti. DIVISION OF MEAD JOHNSON & COMPANY, EVANSVILLE, IND. © Manufacturers of nutritional and pharmaceutical products 
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rheumatoid 
arthritis 

continuing benefits 


for successful corticosteroid therapy 


METICORTELONE 


(PREDNISOLONE) 


*therapy usually undisturbed by sodium retention, 
edema, weight gain 


* excellent relief of arthritic pain, swelling, 
tenderness 


“spares patients salt-poor diets 
“up to 5 times as potent as hydrocortisone 


Available as 1, 2.5, and 5 mg. tablets; 2.5 and 5 mg. capsules 
METICORTELONE,’ brand of prednisolone, *T.M wis 


Delewing 
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of digitalis dose 


‘Crystodigin 


(CRYSTALLINE DIGITOXIN, LILLY) 


+++... permits accurate dosage titration 
to produce the maximum therapeutic effect 


Available in scored Since initial digitalization and maintenance dosage must be 

tablets of 0.05 mg. (orange), carefully individualized, ‘Crystodigin’ fulfills the important re- 

0.1 mg. (pink), 0.15 mg. quirements of a preferred digitalis. ‘Crystodigin’ is a crystalline- 

(yellow), and 0.2 mg. pure, uniformly potent single glycoside that is completely ab- 

(white); and in sorbed in the gastro-intestinal tract. With ‘Crystodigin,’ the 

1-cc. and 10-cc, ampoules, maximum therapeutic effect can be safely determined by dosage 
0.2 mg. per cc. titration in increments as small as 0.025 mg. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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President’s Address 


JAMES P. ROUSSEAU, M.D. 
WINSTON-SALEM, N. C. 


Fellow members, ladies and gentlemen, 
distinguished guests, and good friends: It 
often happens that when I prepare to say 
something, I find that someone else has al- 
ready said it far better than I can. Much of 
what I shall say, therefore, will be borrowed 
without credit to the original author. Those 
who may recognize their words are now 
given full credit. It has been said that “all 
work and no plagiarism makes a_ dull 
speech.” 

Not long ago I heard an excellent address 
by an after-dinner speaker. He had two 
medals on his coat lapel—a small one for 
speaking and a very large one for stopping. 
I hope to earn the large one. I’m sure you 
share this hope with me. 

During the past year, with a sense of 
great pride and deep humility, I have fol- 
lowed my illustrious predecessors in the 
highest honor ever bestowed upon a _ phy- 
sician by his friends and colleagues in our 
State Medical Society. It is the highest pro- 
fessional honor I have ever received. 

It is the custom for the President of the 
United States to address the opening ses- 
sion of every Congress. This address is 
usually referred to as his “State of the 
Union” message. It is not only custom and 
tradition, but a requirement of the By-Laws 
of our Society that your President shall de- 
liver to the members at the annual meeting 
an address which generally relates to the 
“state of medicine.” This is the most op- 
portune time for me to do so. My observa- 
tions will be in proper sequence with respect 
to the inaugural remarks of your incoming 
president, Dr. Donald B. Koonce, which you 
will hear this evening. I, therefore, beg 
your indulgence for a few moments while I 


First General Session, Medical Society 


Pinehurst, May 1, 1956. 


Read before the 
of North Carolina, 


fulfill this obligation as your retiring Pres- 
ident. 


A Word of Appreciation 

The presidency of the Medical Society of 
the State of North Carolina is a high honor. 
It is also a demanding responsibility that no 
man can carry alone. The help of others is 
necessary at all times. | wish to express my 
heartfelt gratitude to the officers, the Exec- 
utive Council, the chairman and members 
of all committees, and many individual phy- 
sicians whom it has been necessary to call 
upon during the year. Their devotion to 
service and prompt response to every call 
to duty have made the progress of the past 
year possible. 

My sincere appreciation of the invaluable 
assistance of our constitutional and execu- 
tive secretaries and other members of the 
headquarters staff were recorded in my 
address to the House of Delegates yesterday. 
I wish again to express my personal ap- 
preciation to Dr. Millard D. Hill, Mr. James 
T. Barnes, Mr. William B. Hilliard, and 
Mrs. Annette Boutwell for their many valu- 
able contributions to the welfare of the So- 
ciety. 

I also wish to express our thanks and 
sincere appreciation to President Croom and 
all the state and county officers of our splen- 
did Woman’s Auxiliary. Their leadership 
has been of the highest quality, and new 
leaders, with the right attitude, are being 
developed. Their cooperation and valuable 
service have contributed immensely to the 
fields of public relations, legislation, rural 
health, medical education, and the various 
community health agencies. 

In all the deliberations and discussions of 
the Executive Council and the various com- 
mittees regarding the many problems which 
have arisen, I have been especially im- 
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pressed with the single desire to go slow, to 
think, and to be guided by calm reason, tol- 
erance, a sense of fair play, patience, hon- 
esty, and justice for all. I have not encount- 
ered a single situation in which extremists 
on either side of a question could have led 
to a stalemate or disaster for some of our 
programs, These men and women are re- 
sponsible for the progress of our programs, 
and the advancement of the art and science 
of medicine. In many discussions of medi- 
cine with physicians and leaders in other 
walks of life in this and other states, I have 
received no selfish requests from physicians. 
We may well be proud of this fact. So long 
as physicians continue to maintain the high 
ideals which I have been privileged to hear 
expressed this year, I am sure we will win 
back the public’s high respect and esteem 
for the medical heritage handed down by 
our forefathers. 

During my 35 years of association with 
the Medical Society of the State of North 
Carolina, it has been a source of great sat- 
isfaction to me to observe the activities, 
programs and progress of the Society. Time 
will not permit me to discuss the changes 
which have taken place, not only in the 
Society and its philosophy, but in the re- 
lations of individual physicians to medicine, 
to their patients, and to society in general. 
We are living and working in an age of 
great industrial expansion in a_ rapidly 
growing and aging population, The medi- 
cal profession today is faced with far- 
reaching events — events which challenge 
our leadership. I do hope that we will have 
the courage and wisdom to rise to the oc- 
casion. 

The medico-labor, medico-social, political 
and industrial tides sweeping this country 
today compel us to face problems we once 
thought distant. As the pendulum swings, 
change is one of the most certain things on 
earth. It occurs in medicine and in all other 
walks of life every moment, hour, day, and 
year. A business executive once remarked 
that “the big bug-bear in change is obsolesc- 
ence.”” Yet we must make plans for the fu- 
ture which by tomorrow will be obsolete in 
this age of unprecedented speed. We must, 
like Alice in Wonderland, run faster and 
faster in order to stand still. 

Your officers and committees have met 
the ever-changing problems in medicine 
with foresight, wisdom, and good judg- 


ment. Their selfless devotion to medicine 
and the long hours they have spent working 
on our problems has been my greatest per- 
sonal satisfaction during the year. My form- 
er high respect of physicians has increased 
manifold. 

Individualism and Tradition 


If one will recall the addresses of my 
predecessors in office, it will be noted that 
a certain basic theme is common to most of 
them. Why? The profession of medicine is 
as old as man. As a consequence, it has a 
character which is as complex as the per- 
sonality of man. Component parts of this 
character are individualism and tradition. 
Medicine is a basic science and art. Because 
of this its growth cannot be measured in 
terms of years, decades, or even centuries. 
I expect that medicine will continue to suf- 
fer growing pains for some time to come. 
Like human adolescence, which is basically 
similar in each generation but greatly in- 
fluenced by change in social, civic, political 
orders and inventive ingenuity, so is the 
adolescence of medicine. 

A doctor must have individualism and 
self-reliance. He is indebted to many and 
is as dependent as he is indebted. A doctor 
must fully realize that he cannot remain 
isolated, regardless of his experiences and 
achievements, without losing touch with 
the realities of medicine. He is a member of 
an important profession, which affords un- 
usual opportunity for the exercise of lead- 
ership in order that his profession will sub- 
ordinate selfish group interest and exert a 
more potent and inspiring influence, not 
only in his profession but in all national, 
state and local agencies dedicated to human 
welfare. 

The Challenge of the Future 


What of the future? Because of the many 
revolutionary changes occurring in every 
walk of life, the future will bring many new 
issues and problems for the medical pro- 
fession. This should not discourage us but 
urge us on with more determination to open 
up and conquer new frontiers as past gener- 
ations have done. Medicine stands on the 
threshold of future achievements that will 
excel those of the past. Man’s imagination, 
once stretched to new ideas like an elastic 
band, never quite returns to its original 
dimension. 

We are the generation in action. We must 
not attempt to control the thoughts and 
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actions of the generation in training. They 
should be left free to develop new ideas for 
the advancement of the art and science of 
medicine. Our obligation to them is to point 
out our mistakes in order that they will 
perpetuate as few as possible. 

The modern physician needs the skills 
and talents of a host of others to enable 
him to accomplish his mission. It requires 
change in medical traditions, especially in 
areas in which traditions have been out- 
moded. This does not mean that fundamen- 
tal concepts and principles must be modi- 
fied or abandoned, It does mean that phy- 
sicians must demonstrate true qualities of 
leadership by adapting themselves to chang- 
ing times and conditions. They must guide 
and direct or be doomed to follow the poli- 
cies of those far less competent to lead, if 
future advances are to match those of the 
past. 

In all our plans for the future progress 
of medicine, we must keep open minds and 
hearts. One characteristic of tornado dam- 
age which puzzled the pious was the fact 
that barrooms and taverns rarely suffered. 
Only recently have churches come to real- 
ize the importance of open doors, as a safety 
valve, when meterologic pressure disturb- 
ance occurs. An open mind should be like 
a swinging door—swinging in to receive, 
out to share. One of the tragedies of life 
is the danger of a closed mind which lives 
in the past with the doors firmly locked. The 
mature mind must be open to receive and 
share. An open heart is just as important. 
There must be a willingness to share the 
problems and needs of others. But the door 
must also swing outward, permitting us to 
share with others our inner joys and ex- 
perience. The Bible tells us, “Freely ye 
have received—freely give.” Life is a stew- 
ardship and is only successful as we learn 
to share with others our time, talents, know- 
ledge, skills, money, and our God. 


Centralization and Uniformity 

Many of the ills of medicine are due to 
two quite different processes occurring in 
society as a whole. The first of these is the 
growth of a strongly centralized power in 
our trade unions, political parties, various 
organizations, government, and hospitals, 
which impose strict rules on their members 
and citizens. These result in an important 
and serious disease which may be named 
compulsory uniformity of human behavior. 
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This is a serious disease, partly because it 
cannot be for the ultimate good of man- 
kind, and partly because it implies power- 
ful forces, but dimly understood, which we 
have no prospect of controlling. If these 
forces achieve their objective of power and 
control over the lives of individual citi- 
zens—the moral and monetary incentive to 
live, work, create and_ investigate—life 
would hardly be worth while. We would 
have a slave-state—a dictatorship. 


We need to re-establish first of all the 
moral rightness of our American principles 
and medical policies. We must in some way 
let the public know that we are on their 
side in the great fight for health. It is the 
duty of every citizen to understand the dif- 
ference between the American way of life 
and communism and socialism. We must be- 
come active in government and dedicate 
part of our everyday life to bringing these 
duties of citizenship to the attention of our 
fellow workers, neighbors, friends, and 
especially of the youth in the medical pro- 
fession. The future strength of American 
medicine must depend upon the moral and 
intellectual assets that are being inculcated 
in the hearts and minds of our medical 
students and young physicians today. It is 
not too much to ask that we do these things. 
If one thinks it is, he ought to read again 
the history of the founding of this nation 
and see and feel the hardships overcome by 
people who made our freedom possible. We 
were first citizens of some community, Our 
citizenship antedated our professional life. 


We must be careful not to appear to 
others as reactionaries. In presenting these 
views, I should like to make it clear that I 
am not opposed to change; indeed, our pro- 
fession is dedicated to effecting change. 
Change is inevitable, and to try to stop it 
would be futile. But it will be given to all 
of us to contribute to fashioning that 
change, and we shall be able to do it more 
wisely if we are aware of the ailments that 
may and do affect the body and soul of our 
important patient. 

We are still fortunate to have a choice in 
American medicine; this is not true in many 
other countries. I can say with relief that 
our Medical Society is economically sound 
—with determination, that it is energetic, 
forward looking, ambitious, sometimes im- 
petuous; with satisfaction, that it is united 
in thought, purpose, and action. 
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Activities of the State Society 


Many of the programs of the Medical 
Society have already reached fruition. Oth- 
ers now under consideration in our com- 
mittees will require our Society to assume 
a more positive and progressive attitude. 
The many activities in which our various 
committees have been engaged will be pub- 
lished in the August issue of the NorTH 
CAROLINA MEDICAL JOURNAL, I urge every 
member to read and study them in detail. 
By doing so, you will be better qualified to 
share your views with the Society and ex- 
press views on all our programs. 

What has been accomplished could not 
have been done without the support of all 
the members. I need not tell you of the many 
things our Society needs to do. We must 
continue to be vigilant and active in the 
field of state and national legislation that 
affects our requisite freedoms and _ the 
health and welfare of the public. Had we 
not spent much time in vigorous and ef- 
fective opposition to the efforts of the poli- 
ticians to enact compulsory health insur- 
ance in this session of Congress, we would 
most likely have socialized medicine today. 

I suggest that the fields of public rela- 
tions, civil defense, rural health, mental 
health, maternal welfare, neonatal deaths, 
rehabilitation and the problems of chronic 
illness in a rapidly aging population will 
demand more and more of our time. Home, 
farm, and highway accidents have become 
the most urgent problem of the American 
public, We should take the lead in educating 
the public in methods of prevention and 
treatment, 

We must eventually give more study to 
the marked increase in malpractice suits. 
These suits should never be compromised 
unless obvious error has been committed. 

There are several hundred physicians in 
North Carolina who do not belong to the 
Society. I urge every county society to exert 
its influence to enlist all new members in 
their county. They will not only strengthen 
the Society, but the Society has much to 
offer them. 

In summing up my year of stewardship, 
I am not foolish enough to think that all 
problems have been completely re- 
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solved in the past 12 months. At the end of 
my term of office, however, I can point with 
some pride to some accomplishment toward 
fruition of some of them. 

The purchase of valuable property on 
the Raleigh-Durham Highway for the con- 
struction of our Headquarters Office will be 
an asset of which every member will be 
proud, when plans now underway are com- 
pleted. It is a progressive, forward-looking 
step which will be of great value to our 
members for generations to come. 

Another material benefiit is an agreement 
with the St. Paul Mercury Indemnity Com- 
pany of St. Paul, Minnesota to write pro- 
fessional liability insurance for all mem- 
bers on a voluntary basis, the premiums to 
be based on losses in North Carolina. 

In the important field of self-regulation, 
the Executive Council has approved asking 
the 1957 Legislature to amend the Medical 
Practice Act to provide for the annual reg- 
istration of physicians in North Carolina. 
It will be most helpful to the Board of Med- 
ical Examiners and to the Society in pro- 
tecting the innocent and penalizing the few 
guilty physicians in our profession. A good 
doctor needs no defense. A guilty one de- 
serves none. 

There is not time to mention many other 
programs in which our hard-working com- 
mittees have made progress. They are none 
the less important and require the full sup- 
port and cooperation of every member. 


Conclusion 


Our profession has problems, but we also 
have the ability, the interest, and the desire 
to solve them. Some of them will require 
change in some of our traditional attitudes. 
We have reached our present high standard 
of medical care by overcoming obstacles on 
the main road to progress. This is so be- 
cause we, as physicians, have been basically 
motivated by the Great Physician’s con- 
ception of a healer. We must constantly 
strive to emulate Him “Who nearly two 
thousand years ago tried to teach mankind 
a lesson, never quite learned, yet never 
quite forgotten; that there may be a king- 
dom in which the least shall be heard and 
considered side by side with the greatest.”’ 
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PANEL DISCUSSION ON THE 
COMPLICATIONS OF PEPTIC ULCER 


Surgery for Peptic Ulcer of the Duodenum 


DERYL HART, M.D. 
ROBERT L. A. KEELEY, M.D. 
W. GLENN YOUNG, JR., M.D. 


and 
WILLIAM G. ANLYAN, M.D. 
DURHAM 
The expressions “early diagnosis’’ and former stated that he spent most of his 
“early treatment” have been used most time treating the patients who had been 
widely in discussions related to cancer. operated on by Murphy. Murphy replied 


Moore''’ and his colleagues, however, have 
called our attention to the early differentia- 
tion between the benign duodenal ulcer 
which can be treated medically and the 
progressive virulent ulcer diathesis which 
will ultimately ave to come to surgery. The 
patient with the latter condition can be 
saved much time, suffering, and financial 
loss by early recognition of the necessit; 
for surgical treatment. 

It is the purpose of this paper to present 
data to support a plea for an earlier evalua- 
tion and classification of patients with duo- 
denal ulcers and earlier referral of the viru- 
lent group for surgical treatment. In the 
past many individuals with duodenal ulcers 
have been maintained on medical regimens 
for long periods when earlier accurate eval- 
uation would have indicated the more viru- 
lent type of ulcer diathesis, with its fre- 
quent and serious complications. 

Unfortunately, a few internists are still 
refractory to accepting the excellent re- 
sults of present day treatment by partial 
gastrectomy in the treatment of duodenal 
ulcers. The hazards of gastric surgery in 
the first quarter of this century still linger 
in their minds and delay their decision to 
request a surgical consultation. 

This difference of opinion between some 
internists and some surgeons in regard to 
treatment is typified in the purported bad- 
gerings of Sippy (of the Sippy diet) and 
the famous surgeon, John B. Murphy. The 


Presented before the Section on Surgery, Medical Society 
of the State of North Carolina. Pinehurst, May 4, 1055. 

‘From the Department of Surgery, Duke University Sehool 
of Medicine, Durham, North Carolina, 


that he never operated on a patient until 
after Dr. Sippy had cured him at least 
three times. Today we can truthfully say 
that we do not operate, except in case of 
emergency, until the patient has had a rea- 
sonable trial of medical therapy. Suitable 
surgery on the other hand gives a high 
percentage of satisfactory results in those 
patients in whom medical therapy has 
failed. 

It is true that in the earlier period the 
complications and mortality following sur- 
gery were high. Dr. Finney'*’, in 1929, pre- 
sented before the American Surgical As- 
sociation the results of surgical treatment 
of peptic ulcer at the Johns Hopkins and 
Union Memorial Hospitals covering the 
years 1900-1925. The mortality is given in 
table 1. 


Table 1 
Procedure Mortality 
Posterior Gastroenterostomy Per Cent 
Simple ulcer 8.2 
Perforated ulcer 23.6 
Marginal ulcer 20.0 
Pyloroplasty 5.2 


Even at that time 84.6 per cent of those sur- 
viving operation were improved. 

The following year, at the meeting of the 
American Surgical Association, 14 out- 
standing surgeons from leading medical 
centers in this country presented their re- 
sults of surgical treatment for peptic ul- 
cer'*’, The best and the poorest results in 
these many reports are listed in table 2. 

At this time the transition from simple 
gastroenterostomy to subtotal gastrectomy 
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Table 2 
Results of Posterior Gastroenterostomy (1930) 
Low High 
(Per Cent) (Per Cent) 

Surgical mortality 1.8 15.1 

Results in survivors 
(1) Great improvement 59.0 88.0 
(2) Some improvement 6.0 18.0 
(3) No improvement 11.0 22.0 


was in progress, but the latter operation 
was not widely used because of the opera- 
tive risk. Sympathectomy and vagus nerve 
resections were also discussed, but again 
such operations were rarely performed. By 
present standards the operative mortality 
was high. Deaths were due predominantly 
to peritonitis, pulmonary complications, and 
malfunctioning stomas. The latter were 
usually referred to as a vicious circle, but 
were recognized at that time as due to high 
intestinal obstruction. Dr. Balfour, in sum- 
marizing the symposium, stated that, leav- 
ing aside the mortality rates, there was a 
very definite conformity in the results of 
gastroenterostomy in chronic duodenal] ul- 
cer, with 85 to 90 per cent of the patients 
showing definite improvement. 

During the past 25 years the results in 
the survivors have been further improved. 
The tremendous advances in surgery that 
have brought about this improvement have 
also led to a marked reduction in the mor- 
tality and morbidity rates following gastric 
surgery, Subtotal gastrectomy has largely 
replaced the simple gastroenterostomy as 
the procedure of choice in the surgical 
treatment of very active duodenal ulcers ex- 
cept in the hands of those surgeons who 
advocate vagotomy combined with a drain- 
age operation. The subtotal resection ac- 
complishes (1) either a removal or total 
by-pass of the duodenal ulcer, (2) removal 
of the gastric antrum responsible for the 
hormonal (gastrin) stimulation of acid 
secretion by the stomach, and (3) removal 
of a considerable part of the acid-secreting 
area of the stomach. We now have a wide 
choice of surgical procedures for use in 
duodenal ulcer, and these are reported in 
the vast literature of this subject. 

At Duke University Hospital we have 
preferred a more conservative resection of 
the stomach. The average resection for 
duodenal ulcer at our institution entails 
the removal of approximately 60 to 65 per 
cent of the stomach rather than the more 
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extensive gastrectomy generally advocated. 
We, therefore, favor the term “partial” gas- 
trectomy rather than subtotal gastrectomy. 
The reason for our conservatism is that to 
us it seems preferable to run the very small 
risk of a marginal ulcer in a few, rather 
than to create a large number of nutritional 
cripples. 

Many factors have been responsible for 
the lower mortality and morbidity of gas- 
trectomy. The greater number of well 
trained surgeons performing better basic 
surgery has lowered the incidence of mal- 
functioning stomas. The antibiotics have 
virtually eliminated the dreaded postopera- 
tive pneumonias and peritonitis. A better 
knowledge of fluid and electrolyte problems 
has made it possible to recognize and re- 
place deficiencies caused by maintaining 
patients on prolonged gastric suction, 


Experience at Duke 

Since 1939 331 partial gastrectomies for 
peptic ulcers of the duodenum have been 
performed at Duke University Hospital. The 
experience from 1939 to 1946 has been re- 
ported’) and will be used for comparison 
with the results of partial gastrectomy in 
the later period of 1947 through 1953. 

Records were available on 248 patients 
undergoing partial gastrectomy for duo- 
denal ulcer in the latter period. The indica- 
tions for gastrectomy are given in table 3. 


Table 3 
Indications for Operation 
No. Cases 
Intractability 124 
Obstruction 84 
Uncontrolled bleeding 35 
Perforation 5 
Total 248 


Recently a comprehensive questionnaire 
has been sent out to all survivors of the op- 
eration, A complete long-term analysis will 
be reported in a subsequent paper. Of the 
248 patients, 11 died during the postopera- 
tive period: the operative mortality was 
therefore 4.44 per cent. Six of the deaths 
were in patients having massive uncontrol- 
led hemorrhage. Excluding these, there were 
5 deaths in 213 cases, or a mortality of 2.3 
per cent. Eight patients have died subse- 
quently of unrelated causes. 

In response to the question, “What is 
your frank opinion of your operation?”, 
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Table 4 
Mortality and Complications in 256 Cases of 
Duodenal Uleer (1947-1953) 


Indication Cases Deaths Percentage 
Intractability 124 1.6 
Obstruction 84 3.6 
Hemorrhage 35 17.2 
Perforation 5 0 

Totals 248 4.4 


Total (excluding hemorrhage cases) 2.3 


134 to 147 patients were very highly pleased 
with the operative result, 13 to 147 pa- 
tients were dissatisfied, 128 to 148 patients 
were on a regular diet, and only 20 to 148 
remained on special diets. Approximately 
25 per cent of the patients experienced 
mild symptoms following meals. Most of 
them experienced this distress for just a 
few months postoperatively, others on over- 
eating or following the ingestion of certain 
special foods. It is of great interest that the 
commonest food reproducing this syndrome 
was found to be “sweets or candies.” 

With regard to rehabilitation, 98 to 149 
patients had returned to full-time work, and 
quite often within a period of a few weeks. 
Forty to 149 were doing part-time work. 
Only 11 to 149 were unemployed, and of 
these 7 are males and 5 are more than 60 
years old. The most striking reply was in 
response to the query as to whether they 
would have been benefited by earlier op- 
eration. The answer was overwhelmingly 
in favor of earlier operation: 135 to 144 
patients were of the opinion that if their 
operations had been performed sooner, they 
would have lost less time from their dis- 
ability. Some patients enthusiastically ex- 
pounded this point and wished that the 
surgical intervention had been carried out 
up to 20 years earlier. 

It is apparent from the foregoing facts 
and figures that there has been a marked 
reduction in the mortality of gastric re- 
section for duodenal ulcer in the past 15 
years. Excluding cases of massive hem- 
orrhage, the mortality at Duke Hospital 
from gastrectomy for duodenal ulcer has 
been 2.3 per cent. This figure includes all 
patients operated on by both the senior and 
the resident staffs. 


Complications 


Of the more serious complications pecu- 
liar to partial gastrectomy for duodenal 
most 


ulcer, duodenal fistula remains the 
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Table 5 
Comparison of Mortality Rates 
Indication 1939-1946 1947-1953 
(Per Cent) (Per Cent) 
Intractability 9.6 1.6 
Obstruction 5.3 3.6 
Hemorrhage 20.0 17.2 
Perforation 0.0 0.0 
Total 9.63 4.4 
Total (excluding cases with hemorrhage) 
7.3 2.3 
Table 6 
Complications Following Subtotal Gastrectomy 


for Duodenal Uleer—A Comparison 


1939-1946 1947-1953 
(83 patients) (248 patients) 


Malfunctioning stomas 14 (4 oprs.) 7 (1 opr.) 
Wound disruptions 2 11 
Postoperative hemorrhage 2 3 
Common duct injury 2 2 
Subdiaphragmatic abscess 0 4 
Duodenal fistulas 2 14 
(both fatal) (4 fatal) 
Table 7 
Results in Survivors—A Comparison 
No. No. 
Discharged Followed Well Recurrent 
(Per Cent) (Per Cent) 
1939-1946 75 70° 88.06 8.9 
1947-1953 237 163+ v1.9 8.1 


te 


*8 died later of unrelated causes 
ta died later of unrelated causes 


hazardous, Following the 248 partial gas- 
trectomies for duodenal ulcer in the 1947- 
1953 period, there were 14 duodenal or pan- 
creatic fistulas; of these patients, 4 died 
and 10 recovered. This complication is of 
particular interest in this discussion, since 
we feel that it is often due to the marked 
deformity and distortion of the duodenum 
resulting from the prolonged use of medi- 
cal regimens. Earlier selection of these pa- 
tients for partial resection would probably 
have avoided many of these fistulas. Simi- 
larly, injuries to the common bile duct due 
to far advanced disease of the duodenum 
can be highly fatal. When in doubt as to 
the exact location of the common bile duct, 
we make it our policy to explore it and to 
insert a probe through it into the duodenum. 
This also affords a much better duodenal 
stump closure and less chance of a blowout. 

It is evident to every surgeon that the 
longer a patient continues with an active 
uleer which is refractory to medical treat- 
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ment, the more the scarring and shortening 
of the duodenum, the deeper the excavation 
into the pancreas, and the greater the risk 
of perforation, hemorrhage, and obstruc- 
tion. These are the conditions that are con- 
ducive to the above complications, 

We are also particularly fortunate today 
in being able to select other types of opera- 
tion for a duodenal ulcer that appears to be 
highly dangerous to resect—namely, a Fins- 
terer exclusion procedure as modified by 
Bancroft, leaving the ulcer in, or perhaps 
a vagotomy with gastroenterostomy. 

In this antibiotic age postoperative pul- 
monary and intraperitoneal infections are 
no longer a significant threat. Postopera- 
tive thrombophlebitis and pulmonary em- 
bolism, however, remain a major nonspe- 
cific threat in all types of surgery, es- 
pecially with the liberal use of leg veins 
for the injection of fluid and blood replace- 
ment, We have been fortunate in not hav- 
ing a single fatality due to pulmonary em- 
bolism in this group of 248 patients; all 
cases of thrombophlebitis have been treated 
promptly with anticoagulant therapy. 

Hence it is evident that the major re- 
maining complications of subtotal gastrec- 
tomy for duodenal ulcer are fistulas and 
common duct injuries. Both could probably 
be averted by earlier surgical intervention. 


Late results 


The preliminary report of late results 
also appears most favorable (table 8). 


Table 8 
Late Results in Survivors 
Per Cent 
Leading a normal life 91 
Eating a regular diet 84.4 
Working full-or part-time 92.6 
Favored earlier operation 93.7 


Summary and Conclusion 


These statistics speak for themselves. 
There is no justification for an attitude of 
“surgery as the last possible resort” in pa- 
tients who do not respond adequately to 
medical therapy. 

Partial gastrectomy is a relatively safe 
and effective operation for duodenal ulcer 
which is refractory to medical therapy. 

A careful evaluation of patients with duo- 
denal ulcers should be carried out, some 
differentiation being made between the pa- 
tient with a benign process and the patient 
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with the progressive virulent type of ulcer. 
It is a grave error to subject patients in 
the latter group to repeated courses of one 
or more medical regimens. It is also fallac- 
ious to regard the response to therapy in 
the hospital as evidence that the patient is 
not in need of surgical intervention, It is 
best to apply the decisive test with the pa- 
tient in his normal socio-economic environ- 
ment, especially when the latter is also in- 
compatible with medical therapy. It is evi- 
dent that in planning medical or surgical 
treatment every patient must be consid- 
ered as an individual problem. 


Of interest are excerpts from two letters 
from our patients. The first was sent by 
a prominent banker in North Carolina and 
the second was sent to the referring in- 
ternist by a 51 year old electrical worker 
from Florida. 


(1) “My vocabulary is insufficient to express 
my gratitude and favorable opinion of the 
operation you performed for me two years 
ago. So far as I can ascertain from my feel- 
ings, color of skin and otherwise, I am well in 
all respects, I consider myself above the aver- 
age for men of my age in usefulness, feelings 
and activities and strength in general.” 

(2) “I feel so appreciative for the results 
I received that I have given thought to the 
possibilities of preventative operations for 
those, like myself, who once having developed 
an ulcer and never having learned to live with it 
nor accept it and with a family history of 
stomach trouble, could go through this opera- 
tion and be done with it. I know it’s a rough 
show, but to me the end results pay off. I 
feel that I would be financially better off today 
had I done so and would not have had all those 
years of suffering. It might be necessary to 
educate the public to be acceptable to the idea 
as it would eliminate a lot of years of suffer- 
ing for those who, like myself, would end up 
by having the operation done anyway.” 


It should be emphasized, therefore, that 
in the duodenal ulcer problem, earlier differ- 
entiation between the benign and the pro- 
gressive virulent ulcer should be made 
and earlier surgical intervention should be 
carried out in the progressive virulent 
group or in patients whose socio-economic 
environment is incompatible with the pro- 
longed use of a medical regimen. 
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Perforated Peptic Ulcer 


GEORGE H. WADSWORTH, M.D. 


AHOSKIE 


The progress of a peptic ulcer must de- 
pend on the balance between the etiologic 
factors and the natural tendency for heal- 
ing. It has been estimated that at least 50 
per cent of peptic ulcers form and heal with- 
out ever being seen by a doctor. Numerous 
studies have been made of conditions im- 
mediately preceding perforation in an effort 
to reveal evidence of the aggravating fac- 
tors. Such studies have been non-revealing, 
showing no relationship to meals or activity 
of any kind. The most consistent finding is 
a relationship to fatigue. A few statistics 
suggest some connection with emotional up- 
set. One interesting feature is that perfora- 
tion of the ulcer occurs three times as often 
in men as in women. 

Most ulcers which perforate are located 
on the anterior wall of the duodenum, with 
most of the remainder occurring in the 
stomach. In Europe perforation of stomach 
ulcers occurs more commonly. Perforation 
either climaxes a variable period of exacer- 
bation of previous symptoms or occurs with- 
out warning. The process of ulceration in 
these cases apparently is painless. At op- 
eration these openings are small and have 
a minimum of induration. 


Diagnosis 

Diagnosis is usually not difficult. Severe 
pain is the most outstanding feature. It is 
usually located in the epigastrium, radiat- 
ing diffusely, and is usually constant, 
though in a few cases it may be colicky. It 
occasionally occurs in the right upper quad- 
rant or even in the right lower quadrant. 
Radiation to the shoulders occurs in about 


i. Gardner, C. E., Jr. and Hart, D The Surgical Treat 
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half of the cases. Tenderness and muscle 


spasm in most instances involves the entire 
abdomen, In a significant number of cases, 
however, these symptoms are manifested 
chiefly in the epigastrium and down the 
right side of the abdomen. Almost invari- 
ably careful paplation will reveal the point 
of greatest tenderness to be in the epigas- 
trium. Rebound tenderness is almost invari- 
able, All these findings are influenced by the 
amount of peritoneal contamination, and 
since this occurs first down the right gut- 
ter, the findings are earliest and most 
marked here, Peristaltic sounds are either 
diminished or absent, 

Roentgen evidence of free air is helpful 
in doubtful cases, and is positive in about 
two-thirds. When films are made, care 
should be taken to keep the patient upright 
or in decubitus for several minutes so that 
the air can localize. Occasionally massive 
amounts of air are found. 

The temperature, blood pressure and 
white blood count are quite variable, and 
are of very little help in the diagnosis. 


Treatment 

The generally accepted treatment of per- 
forated ulcer has been simple closure of the 
perforation. Such treatment has succeeded 
in reducing the mortality from 40 per cent 
in 1915 to 1 to 3 per cent at the present 
time, Such results would seem to be satis- 
factory, and do not suggest any need for 
change. Wangensteen''’, however, has esti- 
mated that in the United States 10,000 peo- 
ple die each year of peptic ulcer and its com- 
plications. Alternative methods consisting 
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of conservative management with continu- 
ous gastric suction and the use of immed- 
iate gastric resection have been used in- 
creasingly in Europe. In the past 10 years 
these alternatives have been advocated in 
this country. 


Conservative management 

Ogilvie’*) states that the first recorded 
treatment of perforation with continuous 
suction was used in London in 1892, Its 
modern use in any widespread fashion has 
been in France and England. It has a con- 
siderable number of advocates as a routine 
treatment, at least initially, and several 
series of cases numbering close to 100 have 
been published, with mortality rates ap- 
proaching that of simple closure. From all 
reports conservative management can be 
expected to be successful with the acute 
perforations which have already sealed off 
and with small perforations which are still 
leaking. Most of the failures occur with 
large indurated ulcers and with gastric ul- 
cers. The method is extremely difficult to 
manage, as it requires constant supervision. 
The difficulty of selecting favorable cases 
for its use would seem to be insurmount- 
able. The method has been used extensively 
in very few places in this country, and it 
seems doubtful that its popularity will in- 
crease to any degree despite glowing reports 
from its enthusiasts in Europe. 

The chief advantage of conservative man- 
agement is that it can be used with a clear 
conscience in cases of doubtful diagnosis, in 
poor risk cases, and in situations where the 
time interval since perforation is approach- 
ing 24 hours. With or without surgery, 
keeping the stomach empty is of value. As 
soon as the diagnosis is made or suspected, 
the stomach should be emptied and kept so 
until definitive treatment can be given, An 
hour or so can elapse after the patient 
reaches the hospital; and, since every hour 
markedly increases the mortality, the 
prompt emptying of the stomach when the 
patient is first seen will be the equivalent 
of shortening the time interval following 
perforation, 


Immediate gastric resection 

The first resection for perforation was 
done in London in 1902"), The first signif- 
icant series of such cases was made by Von 
Haberer in 1919. In the past 30 years im- 
mediate resection has become more and 


more common in Europe, and some surgeons 
there have collected as many as 1,000 cases. 
Many clinics use the method almost routine- 
ly. 

The rationale of immediate gastrectomy 
is that: (1) from 60 to 70 per cent of the 
patients treated by simple closure contin- 
ue to have ulcer distress; (2) from 20 to 30 
per cent finally come to surgery for treat- 
ment of chronic ulcer; (3) the mortal- 
ity approaches that of elective gastrectomy, 
and the operation may be even easier in the 
presence of perforation than later on. 

While the operation is held in favor in 
many European clinics, it has gained popu- 
larity more slowly in this country. A par- 
allel may be seen in the history of elective 
resection for chronic ulcer, which was more 
quickly accepted in Europe. In fact, elective 
gastrectomy for chronic ulcer was not uni- 
formly accepted here 20 years ago, when it 
was already gaining in favor as treatment 
for perforation in Europe. A few clinics in 
the United States currently use it almost 
routinely for perforation. The number using 
it in selected cases, however, is steadily in- 
creasing. DeBakey'’), who 10 years ago op- 
posed the idea, now has a series of about 50 
cases of resection for perforation. 

In summary, gastrectomy has proved to 
be a safe procedure in patients in good 
general condition. While few could endorse 
it as anything like a routine procedure, all 
the evidence points to the view that some 
cases should be treated by immediate gas- 
trectomy. 

Jones and Doll’, in an exceptionally long 
series (more than 700) with a rather good 
follow-up, state that: 11 per cent of their pa- 
tients undergoing simple closure of gastric 
perforation ultimately died of cancer of the 
stomach; 18 per cent of patients with a his- 
tory of less than one year at the time of per- 
foration had subsequent operations; 41 per 
cent of patients with a history of more than 
one year underwent subsequent surgery, 
and 50 per cent of the patients in whom 
proven ulcers existed prior to perforation 
were subsequently operated on for ulcer. 
Five per cent of the total group who sur- 
vived the perforation were dead of ulcer in 
six years. 

Most other series of simple closure fol- 
lowed for any length of time reveal that 
about one-third of the patients have sub- 
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sequent surgery and another one-third 
have further difficulty from ulcer. 

Emmett'®), who utilizes gastrectomy al- 
most routinely for perforation (90 per cent 
of the cases) in a six year period, did 127 
elective gastrectomies with a mortality of 
2.4 per cent; during the same period he did 
46 gastrectomies for perforation without a 
death. 

Further evidence favoring gastrectomy in 
perforation of the stomach, other than the 
danger of cancer, is that the mortality from 
closure of gastric perforations is much 
higher than similar closure in the duo- 
denum. 

In selecting cases for gastrectomy at the 
time of perforation, care must be taken 
to spare cases that may avoid it in the fu- 
ture. An increasing number of surgeons ac- 
cept as indications for the procedure the 
perforations with pyloric obstruction and 
very large calloused ulcers; those in which 
perforation and hemorrhage are associated; 
and cases with a long history of intractabil- 
ity or previous perforation. 

Summary 

Conservative management has not proved 
superior to simple closure. It does have a 
place in the treatment of perforation in 
cases where a long interval has elapsed and 
the process has localized and clinical im- 
provement has taken place when the patient 
is seen. It is useful when the diagnosis is 
doubtful, when the time interval approaches 
24 hours, and when concomitant disability 
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makes the surgical risk prohibitive. 

Immediate resection has proved to be 
a safe procedure, and in the light of all 
statistical evidence should displace simple 
closure in carefully selected cases. 

Simple closure of the perforation remains 
the accepted procedure in the majority of 
cases. With the results it has yielded, def- 
inite indications should exist before any 
change from it is made. Simple closure can 
be followed by short interval resection, thus 
meeting one objection—that it is not def- 
initive treatment. It is certain, too, that sim- 
ple closure done routinely to the exclusion 
of other methods will not yield either the 
lowest immediate mortality or the best ulti- 
mate results. 
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Peptic Ulcer Obstruction 


HUBERT C. PATTERSON, M.D. 
CHAPEL HILL 


Obstruction is the most common compli- 
cation of peptic ulceration. In its milder 
forms it presents no special features in 
symptomatology or treatment. On the other 
hand, when it is severe it causes effects 
which are disturbing and potentially dan- 
gerous, It may cause the first symptoms of 
ulcer, or it may more likely be one part of 
a chronic syndrome. Frequently it is the 
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main feature of intractability. 
Incidence 
Stewart''’ says that pyloric stenosis co- 
exists in 25 per cent of the cases treated 
surgically. Wilhelm'*’, of Seattle, found it 
in 29 per cent of his cases. Harkins‘) found 
that 31.5 per cent of his patients with duo- 
denal ulcer treated surgically had preop- 
erative indications of pyloric obstruction. 
At present, however, I believe intracta- 
bility and possibly bleeding are more fre- 
quent indications for surgery. 
Symptoms 
The symptoms are fairly clear cut, and 
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usually are the precipitating cause of hos- 
pital admission. The patient will endure 
pain and chronic bleeding, but massive 
pyloric obstruction they will not tolerate 
physically or esthetically —although the 
amount of obstruction that can sometimes 
exist without signs or symptoms is sur- 
prising. As a rule, the patient notices a 
sense of constant fullness that is more 
marked if he eats bulky food or large 
amounts; that he can tolerate only small 
meals, and any extreme causes tightness 
which is relieved only by vomiting. The 
character of the pain may change, becom- 
ing more constant, or another pain may be 
superimposed, The secondary pain does not 
seem to be related to food, comes on sooner, 
seems to be unrelieved by alkalies, and may 
diminish as the stomach dilates. As the 
degree of obstruction increases, nausea and 
vomiting soon develop and may increase 
until an alarming state exists. 


Pathology 
Stenosis is not, as a rule, due to cicatri- 
cial contraction alone, but co-exists with 
varying degrees of spasm and edema, the 
degree of each being determined only by 


observation during medical therapy. Spasm 
can be a prominent feature. It results from 
an ulcer high in the lesser curvature, away 
from the pyloric region. Swelling from con- 
gestion and inflammation is always pres- 
ent in some degree and will subside with 


gastric rest and therapy rather rapidly. 
Kdema is probably the precipitating cause 
of complete obstruction in most cases. 
Locally, the increase of gastric activity 
leads to hypertrophy of both the muscle and 
mucous membrane, especially in the region 
of the antrum. The stomach dilates first in 
the region of the antrum, pushing the 
pylorus over to the right. Secretion grad- 
ually increases, both in acidity and in vol- 
ume, 

Systemically, there may be marked 
changes. There is a rather sudden loss of 
weight, owing to simple starvation and de- 
hydration, 

Treatment 

Cicatricial stenosis is a positive indica- 
tion for operative intervention, A consider- 
able number of these patients, however, are 
nutritionally depleted, some quite gravely. 
Moreover, the surgeon is faced with a di- 
lated, atonic, edematous stomach, a situa- 
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tion which makes immediate surgery ex- 
tremely hazardous. Meticulous preoperative 
preparation is needed to compress the stom- 
ach, adjust the biochemical imbalance, and 
convert anemia and protein deficiency. 
Systemic 

Nutritional depletion has been reached 
because of starvation, plus the insult of 
vomiting. If the vomiting has been a prom- 
inent feature, the loss of water, chlorides 
and potassium may result in a grave situa- 
tion. The patient is in a state of dehydra- 
tion and alkalosis. Therapy is then direc- 
ted toward allowing sufficient time for these 
changes to right themselves as much as pos- 
sible. In most cases, if the obstruction is 
due mainly to edema, it will relent after 
a few hours or days of rest, with decom- 
pression by aid of a nasal tube and suc- 
tion. In the meantime, the patient is being 
maintained on parenteral fluids. 

We know that saline used to correct the 
loss of chloride and water may be sufficient ; 
but, if there is a deficiency of potassium, it 
will only aggravate the condition and in- 
crease the clinical effects of low potassium. 
Potassium is lost not only because of star- 
vation and excretion in the urine, but be- 
cause it is contained in the vomitus—50 
mg. per 100 ce. Deficiency of potassium ex- 
erts its main effect on the central nervous 
system and cardiac conduction, leading to 
drowsiness, disorientation, confusion, weak- 
ness, hypertonia, and even gastric disten- 
tion and paralytic ileus. Potassium deficien- 
cy also contributes to the alkalosis, and the 
patient may not respond to therapy until po- 
tassium is given. Replacement must not be 
hurried, however, and the amount needed 
is difficult to estimate. Electrocardiograms 
and blood levels should be followed closely. 
Never give more than 20 milli-equivalents 
per hour, as cardiac arrest may occur rather 
easily. It is best to use Ringer’s solution or 
some other electrolyte solution, so that wa- 
ter, chlorides and sufficient potassium can 
be given at the same time. These patients 
always have a low blood volume, which may 
not be apparent and can be corrected only 
by blood transfusion. As a rule, by follow- 
ing the fluid balance, urine output, and 
clinical features, with the added help of 
serum carbon dioxide combining power, 
chlorides, potassium and sodium studies, 
one can adequately prepare a patient for 
surgery in three or four days. 
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In the meantime, the stomach must be 
initially emptied and lavaged with a large 
oral tube to insure good results. The lav- 
aging should be done with Ringer’s solu- 
tion—never soda bicarbonate or plain wa- 
ter. 

Nasal suction may then be instituted, 
using continuous suction, if tolerated. Con- 
tinuous suction may be replaced by inter- 
mittent aspirations if desired later on. If 
the obstruction is not complete or if it sub- 
sides promptly, as it often does, then fre- 
quent small feedings or continuous drip 
feedings may contribute to the patient's 
nutrition and comfort. Kramer''’ suggests 
‘autious use of belladonna alkaloids, as he 
finds that they may preduce or increase gas- 
tric retention by decreasing gastric tone 
and peristasis, overbalancing any success 
they may have in reducing pyloric spasm. 

After three or four days the stomach 
thus treated is sufficiently prepared to tol- 
erate surgical intervention. Prolonged ef- 
forts to achieve a better nutritional status 
under these conditions is seldom successful 
if complete obstruction still exists, and sur- 
gery should be instituted without further 
delay. In a few cases, however, when the 
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situation is and cor- 
rective surgery is treacherous, jejunostomy 
is preferable. The patients may then be 
maintained for three or four weeks until 
they can tolerate major surgery. Another 
‘atheter may be inserted into the stomach 
for decompression, after the method sug- 
gested by Allen, thus relieving the patient 
of the discomfort caused by a nasal tube. 
This procedure may also be used in a poor- 


risk patient postoperatively. 


desperate adequate 


Operative Treatment 
The operative treatment consists of sub- 
total gastrectomy. There are few indica- 
tions for gastroenterostomy today. We 
know that marginal ulceration can occur, 
it has been shown that after obstruction 


as 
is relieved gastric acidity again increases 
to a high level. Whether the Billroth I or 


Billroth II type of anastomosis should be 
performed, with or without vagotomy, is 
speculative. | would like to recommend the 
Billroth I procedure with a vagotomy, In 
our hands it has been most effective recent- 
ly. It is easier to perform than a Billroth II, 
the postoperative course is satisfactory, and 
I believe the postgastrectomy syndrome will 
be less troublesome. 


Malignant Change in Peptic Ulcer 


HUBERT C., 


PATTERSON, 


M.D. 


CHAPEL HILL 


In discussing malignant change in peptic 
ulcer, we can disregard duodenal ulcer, but 
there can be little doubt that a small per- 
centage of chronic gastric ulcers develop 
into carcinoma. A question of greater clinic- 
al interest, however, is how to distinguish 
malignant from benign ulceration? The 
most pertinent question is whether we 
should not subject more gastric ulcers to 
surgery. 

Do benign peptic ulcers become malig- 
nant? They probably do, but the number of 
cases that will withstand severe pathologic 
criteria are few. The greatest argument, 
however, is in favor of carcinomas develop- 
ing in ulcers. Jordan''’ followed 111  pa- 
tients with apparent benign ulcer for five 
University of North 


*From the Department of Surgery, 


Carolina School of Medicine, Chapel Hill 


or more years; carcinoma developed in 2. 
Mallory'*’ has seen none develop. Acker- 
man'*’ has seen 4 cases. In Stewart's 510 
cases of chronic ulcer''’, carcinoma devel- 
oped in 51 (10 per cent), At Barnes Hos- 
pital, of 61 chronic cases of ulcers, car- 
cinoma developed in 4. Regan'*’, in a series 
of 150 ulcers, found 10 that were proved 
to be carcinomatous. The incidence of car- 
cinoma in these ulcerations, then, ranges 
from 5 to 10 per cent. As long as there is 
reasonable evidence that malignant changes 
do occur, we should certainly assume that 
carcinoma can develop in a chronic ulcer. 
It is difficult to believe that a person could 
have a carcinoma for as long as some of the 
histories indicate. 
Diagnosis 

What about the perplexing task of diag- 

nosis? How do we distinguish between ma- 
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lignant and benign ulceration, The ulcera- 
tion of a fungating, projecting carcinoma 
which almost never penetrates the muscle 
coat is not difficult to diagnose. But the 
penetrating small carcinoma with peptic 
ulceration gives considerable trouble. The 
following facts should be considered: 

Incidence: There is one carcinoma to 
every 10 gastric ulcers and every 100 duo- 
denal ulcers, 

Age and sex are of no significance in 
diagnosis. 

The size of the ulcer is of little help; how- 
ever, any ulcer measuring more than 4 cm. 
should be regarded with suspicion. Com- 
fort’) says that 20 per cent of ulcers meas- 
uring more than 4 cm. are malignant. 

The position of the ulcer is of some signif- 
icance. Jordan has stated that of ulcers in 
the cardia, 50 per cent are malignant; in 
the greater curvature, 60 per cent; in the 
body, 17 per cent; in the prepyloric region, 
17 per cent. Benedict’ held that the 
chances of malignancy are 50/50 if the ul- 
cer is in the prepyloric or cardiac region; 
98 per cent, if the greater curvature is in- 
volved. He feels that you are never safe 
in guessing at the nature of a lesion on the 
lesser curvature unless it is at the fundus. 
Sosman'*®) says that “The higher up you 
go in the lesser curvature, the greater the 
proportion of malignancy.” 

The duration of symptoms is of little 
diagnostic help. 

1. Symptoms of less than a year’s dura- 
tion in typical cases are easy to diagnose 
if there is marked anorexia, loss in weight, 
and little ulcer pain. Acute cases of peptic 
ulcer, with loss of weight and anorexia, do 
occur in old people, however. 

2. A long history of ulceration is much 
more difficult to diagnose. Comfort  be- 
lieves that of ulcers of less than one year’s 
duration, 30 per cent are malignant; of five 
to nine years’ duration, from 5 to 15 per 
cent; and of more than 10 years’ duration, 
8 per cent. 

Association with duodenal ulcer: Associa- 
tion of gastric with duodenal ulcer is quite 
striking, and does not rule out carcinoma. 
Jordan‘) reported that 29 per cent of pa- 
tients with gastric carcinoma had associated 
duodenal deformity. Comfort found that 20 
per cent of the patients with benign ulcer 
also had active duodenal ulcer. 

The symptoms themselves are of no great 
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help, Recent changes in the symptoms, how- 
ever, may be suggestive. Persistence of 
symptoms under good medical treatment is 
most significant. The persistence of indi- 
gestion cannot be ignored. Recurrence of 
symptoms may also be an indication of 
malignancy. 

The factor of hemorrhage is of little 
diagnostic help. Massive hemorrhage occurs 
in 6 per cent of the cases of carcinomas and 
in 30 per cent of the cases of benign ulcer. 

Acidity: Given one factor alone, acidity 
probably should influence us most. If there 
is anacidity, the odds are overwhelmingly 
in favor of a diagnosis of carcinoma. La- 
Due’, with studies of the histamine test, 
found that in normal individuals, the inci- 
dence of anacidity was 23 per cent, in ul- 
cer patients, 7.4 per cent; in carcinoma pa- 
tients, 51 per cent. Accordingly, any pa- 
tient with achlorhydria associated with an 
ulcerated lesion should probably be treated 
with surgery. The odds are seven to one 
that he has carcinoma. 

Roentgen studies are of tremendous help. 
A single gastrointestinal series is of little 
significance in the differential diagnosis, 
but several studies can be tremendously 
helpful. Any ulcer that persists or recurs 
is probably carcinomatous. Only if the cra- 
ter of the lesion, the flexibility of the wall, 
and the clinical symptoms completely disap- 
pear can one be sure that the ulcer is be- 
nign. Diminution in size is of no help. The 
lesion must completely disappear. Carci- 
nomas can also get smaller. 

Gastroscopic examination is fairly ac- 
curate, especially if biopsies may be done. 
The ulcer, on appearance, has a clean white 
base and sharp edges. The carcinoma has a 
dirty, bloody base with an irregular margin. 
Fifty per cent of the cases can be diag- 
nosed correctly by this method. 

Exfoliative cytology: Stout thinks that 
exfoliative cytology is of no particular help. 


Treatment 


What, then, must be our treatment of 
gastric ulceration? We know statistically 
that one-fifth of the cases are probably ma- 
lignant; that 16 per cent of those thought 
to be benign are malignant; that five-year 
cure rates ranging from 40 to 50 per cent 
can be obtained when gastrectomy is per- 
formed for benign ulcers which turn out 
to be malignant; that about 20 to 25 per 
cent of the patients will have hemorrhage, 
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perforation, or obstruction; that 50 per 
cent of the cases will recur within five 
years. LaDue"), at Presbyterian Hospital, 
found that medical management was un- 
successful in 52 per cent of ulcer cases. 
Medical care can be long, confining, and ex- 
pensive. We know that surgery is effective 
treatment for gastric ulcer. Ninety-two per 
cent of such operations have been success- 
ful at Presbyterian Hospitai. Operations 
had to be repeated in 6 per cent of the 
cases. The mortality is 1 to 5 per cent, and 
the morbidity, as a rule, is short and non- 
confining, and perhaps more economical. 

Since results in surgery are good, which 
vases should be selected for this form of 
treatment? All? Probably not. Which cases, 
then, should be treated medically? Any of 
those that are shown by x-ray to be benign. 
Medical therapy should be continued only 
if there is (1) subsidence of all symptoms, 
(2) complete disappearance of the crater, 
and (3) complete return of gastric flexi- 
bility. 

How long could we continue medical ther- 
apy? If the lesion heals, it should be fol- 
lowed very closely, as closely as a subtotal 
gastrectomy; and the patient should not be 
told that it is cured, because 5 to 10 per 
cent of the cases will become malignant. 
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Which patients, then, should be operated 
on? Any patient should have surgical 
treatment who does not obtain quick and 
lasting relief on medical treatment or who, 
for economic reasons, cannot follow a med- 
ical regimen throughout. Recurrent ulcer 
is a dangerous lesion and should be re- 
moved. Any patient with achlorhydria hav- 
ing an ulcerating lesion should undergo 
surgery. (The odds are seven to one that 
it is cancer!) Any ulcer that is larger than 
a 25 cent piece should be resected, Lesions 
of the greater curvature and probably of 
the cardia should be resected. Persistent 
blood in the stools is another indication 
for resection. In any case where the diag- 
nosis is in doubt, surgery is probably indi- 
cated. 


Accuracy of Diagnosis 


How accurate are we, grossly, during op- 
eration? Fifteen to 20 per cent of our diag- 
noses of malignancy are erroneous, The ac- 
curacy is greatly enhanced by examination 
of frozen section. If there is any question 
of malignancy, probably one should assume 
that the diagnosis is cancer, The choice of 
procedure is subtotal resection. Vagotomy, 
in all probability, is not needed unless there 
is high acidity. 


Massive Hemorrhage in Peptic Ulcer’ 


W. W. SHINGLETON, M.D. 
W. G. ANLYAN, M.D. 
R. L. KEELEY, M.D. 
W. G. YOUNG, M.D. 

and 
DERYL HART, M.D. 


The management of massive hemorrhage 
in peptic ulcer remains a challenging prob- 
lem. The indications for surgery in this 
condition are still not well standardized, 
and the medical literature abounds in a pro- 
fusion of contradictory advice. Therapy 
ranges from medical management of all 
cases to operation on all patients soon after 
admission to the hospital. The concepts lead- 
ing to such wide variance of opinion con- 
cerning this complication are of interest. 


*From the Department of Surgery, Duke University School 


of Medicine, Durham, North Carolina, 


Since the prognosis in severe bleeding ulcer 
is based on our accumulated experience, we 
have examined the records of all patients 
treated for this disorder at Duke Hospital 
during the years 1930-1953. 
Incidence 
It has been estimated that approximately 
10 per cent of the population of the United 
States at some time suffer from peptic ulcer. 
Reports in the literature indicate that from 
10 to 20 per cent of all patients with the 
condition experience the complication of 
gross hemorrhage. At Duke Hospital from 
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Table 1 


Incidence of Hemorrhage in Peptic Ulcer Patients 
Duke Hospital 1930-1953 
Number Per Cent 
Cases of peptic ulcer 3,563 100 
With hemorrhage 413 11.5 
With massive hemorrhage 168 4.7 


1930 to 1953 3,563 patients were admitted 
for treatment of peptic ulcer, and of this 
number, 413 (11.5 per cent) presented the 
complication of hemorrhage. Further, of 
those who bled, approximately half suffered 
a hemorrhage of major proportion, Of 413 
patients with bleeding ulcer admitted to 
Duke Hospital from 1930 to 1953, 157 suf- 
fered a massive hemorrhage. Lewison"') re- 
ported that of 217 patients admitted to 
Johns Hopkins Hospital with hemorrhage 
from peptic ulcer from 1928 to 1946, 102, 
(49 per cent) suffered a massive hemor- 
rhage. Massive hemorrhage, as defined in 
this report, includes those patients whose 
hemoglobin on admission to the hospital or 
soon thereafter was 50 per cent of normal 
or less. 

Table 2 shows the age, sex, and race 
distribution of patients with severe hem- 
orrhage seen at Duke Hospital. Attention 
is called to the fact that the ratio of men 
to women is approximately 5 to 1. There 
were 151 duodenal ulcers, 5 gastric ulcers, 
and 1 marginal ulcer in the series. 


Diagnosis 


Patients with severe upper gastrointes- 
tinal bleeding present themselves with gross 
hematemesis, melena, or both. The most 
helpful factor in the differential diagnosis 
is a carefully elicited history, Hoerr), in 
classifying the causes of upper gastrointes- 
tinal tract hemorrhage, stated that 75 per 
cent of these cases are caused by peptic 
ulcer, 9 per cent by gastritis, 7 per cent by 
esophageal varices, and 3 per cent by gas- 
tric neoplasm, Six per cent are of undeter- 
mined cause, 

Following emergency treatment and a 
careful history and physical examination, 
special examination should include labora- 
tory tests of liver function and blood coagu- 
lability potential, blood hemoglobin and 
hematocrit, and blood nonprotein nitrogen. 
X-ray examination with barium at the ear- 
liest feasible time should be done to rule in 
or out esophageal varices, peptic ulcer, or 
gastric neoplasm, Prior to operation, if this 
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Table 2 


Age, Sex and Race Distribution 
Total Surgical Medical 
Race 
White 61 16 45 
Colored 19 7 12 
Sex 
Male 130 27 103 
Female 27 7 20 
Age (years) 
Over 45 72 16 56 
Under 45 85 18 67 


becomes necessary, esophagoscopy should 
also be done. This routine will provide a 
definite diagnosis in the majority of pa- 
tients; however, there remains a_ small 
group in which diagnosis cannot be estab- 
lished before operation, and, certain in- 
stances, when even an exploratory opera- 
tion does not reveal the cause of bleeding. 


Management 


Attention has already been called to the 
wide variance in methods advocated in the 
literature. Finsterer'”) in Vienna, Gordon- 
Taylor’) in London, and Stewart’ in this 
country advocate early surgery in the ma- 
jority of severe cases. Meulengracht'®’, 
Bowers‘"’, and others have preferred medi- 
cal management, feeling that surgical inter- 
vention is rarely indicated. It appears, how- 
ever, that the most widely practiced method 
of managing bleeding ulcer today is a com- 
bination of medical and surgical treatment, 
whereby patients are selected for surgery 
on the basis of certain criteria, including 
age, the duration and severity of hem- 
orrhage, and the response to blood transfu- 
sion. This has been the policy followed at 
Duke Hospital, 


A majority of bleeding patients are 
initially admitted to the medical service and 
are treated with diet, supportive medica- 
tion, and blood transfusion. They have been 
followed jointly by the internist and the 
surgeon during the initial phases of treat- 
ment. Of 157 severely bleeding ulcers so 
treated, medical management was consid- 
ered unsuccessful in 38 patients, or 24 per 
cent. Four of these 38 died before surgery 
was undertaken, and 34 were operated on 
during the active phase of bleeding or soon 
thereafter. Of the 34 patients operated on, 
29 survived, for an operative mortality of 
14.7 per cent (see table 3). The patients 
selected for emergency operation were 
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Table 3 


Immediate Deaths and Failures With Medical and 
Surgical Treatment of Peptic Uleer with 
Massive Hemorrhage 


No. Deaths Other Failures 
Patients No. Per Cent No. Per Cent 
Medical 
Regimen 157 4 2.5 34 21 
Surgical 
Treatment 34 5 14.7 
Total 191 5.7 


those who continued to bleed and in whom 
the blood pressure, pulse rate and hemato- 
crit failed to return to or stabilize at a 
normal! level during the first 24 to 36 hours 
of medical treatment and blood transfu- 
sion. The key to successful management of 
severe cases appears to be the use of large 
amounts of blood for transfusion and of 
early operation in those cases not respond- 
ing to medical management. The average 
amount of blood used in the surgical cases 
was 5,000 cc., the minimum 2,500 ec., and 
the maximum 19,500 ce. 

Two categories of patients were operated 
on: those who continued to bleed in spite 
of medical therapy (19) of the (34), and 
those who stopped bleeding but were oper- 
ated upon before discharge from the hos- 
pital (15 of the 34). All the surgical deaths 
occurred in the group operated on during 
active hemorrhage. The operations carried 
out are shown in table 4. Three patients had 
partial gastrectomy with exclusion, but no 
removal of the ulcer. Two of these patients 
died in the early postoperative period from 
continued bleeding of the ulcer. One patient 
died before gastrectomy could be completed. 
Another patient had a pancreaticoduodenec- 
tomy performed for an ulcer in the second 
portion of the duodenum, but died in shock 
in the early postoperative period. The other 
death in the surgical series occurred in a 
patient who had an esophagogastrectomy 
for supposed bleeding varices, but who died 
from an undiagnosed bleeding duodenal ul- 
cer found at autopsy, along with cirrhosis 
of the liver. 


Follow-up Results 

An important consideration in the man- 
agement of peptic ulcer complicated by 
hemorrhage is the treatment given once 
bleeding has stopped. In an effort to assess 
the eventual outcome of both medical and 
surgical treatment of massive hemorrhage 
from peptic ulcer, a follow-up questionnaire 
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Table 4 


Surgical Procedures 
Exsanguinating Duodenal and Gastric Uleers 


Procedure No. Cases Deaths 
Gastrectomy—ulcer excised 20 0 
Posterior gastroenterostomy 4 0 
Gastrectomy with exclusion-ulcer 3 2 


Attempted resection 1 
Pancreaticoduodenectomy 
Esophagogastrectomy | 
*Vagotomy-Gastroenterostomy 


Total 34 5 


Verformed after bleeding had stopped 


was sent to patients included in the pres- 
ent study. This study revealed the follow- 
ing: Twenty-seven of the 29 surviving op- 
erative patients were heard from; 22 were 
asymptomatic, 2 were still having some 
epigastric pain requiring diet, and 2 had 
subsequently died of unrelated cause. Re- 
plies were received from 88 of the 119 who 
were discharged from medical service fol- 
lowing cessation of hemorrhage. Of these, 
5 had subsequently died of unrelated dis- 
ease. Of the remaining 83, 34 were 
asymptomatic, 27 had occasional ulcer-type 
pain, 12 had had further bleeding, 6 had 
had subsequent operation for ulcer, and 4 
had died of subsequent gastrointestinal 
hemorrhage (see table 5). 


Table 5 


Follow-Up of 115 Patients with Peptic Uleer 
Complicated by Severe Hemorhage 


Medical Surgical Total 


Asymptomatic 34 22 53 
Occasional pain 27 2 29 
Further bleeding 12 0 12 
Later operation 6 ! 7 
Dead of disease 
(recurrent hemorrhage) 4 0 4 
Dead of unrelated disease 5 2 7 
Totals 88 27 115 
Comment 


Several difficulties arise in connection 
with a patient who is having a massive 
hemorrhage from the upper gastrointes- 
tinal tract. First is the problem of diagnosis 
already mentioned, Second is the problem of 
assessing the rate and continuation of 
bleeding, which may be quite difficult be- 
cause of certain limitations of available lab- 
oratory aids. Hematocrit and hemoglobin 
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values are helpful, but may be misleading. 
Blood volume determination may be inac- 
curate in the presence of shock. Rate of 
blood flow from body orifices is quite vari- 
able. Careful clinical appraisal of the pa- 
tient’s general condition, including blood 
pressure and pulse rate, remains the most 
helpful approach to this problem. The third 
problem concerns the selection of patients 
for operation, In this regard a realistic ap- 
praisal of reported clinical results certainly 
suggests that a definite number of patients, 
approximately 5 per cent, will die of hem- 
orhage from peptic ulcer, and that a larger 
per cent risk later fatal hemorrhage if sur- 
gery is not carried out. Thus it would seem 
unwise to decide arbitrarily to treat all 
such patients medically. Likewise, it would 
appear undesirable to operate on all bleed- 
ing ulcer patients routinely, as advised by 
Stewart’. A judicious selection of patients 
for emergency operation, based on a care- 
ful appraisal of the response to medical 
therapy as revealed by the rate, continua- 
tion, or cessation of bleeding, is desirable. 
The age of the patient and the number 
of previous hemorhages counts little in the 
decision to operate on patients who con- 
tinue to bleed in spite of medical treat- 
ment, A consideration in this regard is the 
duration of hemorrhage and its relation- 
ship to survival, regardless of the therapy 
instituted, Finsterer'®’ was one of the first 
to point out the definitely higher mortality 
in patients operated on after 48 hours of 
severe hemorrhage. This observation has 
been well substantiated by others. LeVeen'*: 
suggests that the cause of death following 
prolonged hemorrhage from peptic ulcer is 
liver anoxia, which has been shown by oth- 
ers to be an integral factor in the develop- 
ment of irreversible shock. LeVeen showed 
that bleeding from the stomach or duodenum 
selectively and markedly reduced the blood 
flow through the hepatic artery in dogs. 
The selection of patients for operation 
after bleeding has stopped is also difficult. 
Two factors appear significant in this group 
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—namely, the age of the patient and the 
presence of hypertension. The mortality 
from severe bleeding in patients past 45 
is twice that of those under 45; hyperten- 
sion associated with bleeding results in 
greater mortality. Several recent reports 
fail to substantiate the notion that repeated 
hemorrhages are associated with increased 
mortality. 
Conclusion 


The primary need of the physician in the 
management of severe bleeding peptic ulcer 
is a method for differentiating patients 
whose hemorrhage is likely to prove fatal if 
not surgically checked and patients whose 
hemorrhage is likely to cease spontaneously. 
It is unfortunate, but true, that a clear-cut 
clinical criterion for singling out the specif- 
ic patient with uncontrollable ulcer hem- 
orrhage remains to be found. Prophecy for 
prognosis in bleeding peptic ulcer is still 
dependent upon the accumulated data of our 
experience. 

Two categories of severe bleeding ulcer 
need recognition: cases in which bleeding 
continues in spite of an adequate medical 
regimen and which thus require emergency 
intervention, and cases in which surgical 
intervention offers a chance of saving the 
patient’s life by preventing a further fatal 
hemorrhage. The careful selection of pa- 
tients for either of these categories is a 
challenge to all concerned. 
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Intractable Peptic Ulcer 


ADDISON G. BRENIZER, JR., M.D. 


CHARLOTTE 


My discussion concerns patients with pep- 
tic ulcer who are best labeled ‘medical fail- 
ures.” The term medical treatment will be 
used to refer to superior, continuous treat- 
ment with all its modern connotations, Sur- 
gery should not be used for those who have 
received anything less, but should be rec- 
ommended promptly for those patients who 
have shown they can’t or don’t respond to 
good medical management. 

Classification of Medical Failures 

When the patient must be hospitalized or 
put to bed two or three times a year or 
loses three months or more from work, 
medical therapy has not succeeded. Failure 
should also be admitted when the pain is 
not alleviated by eating or recurs within 
an hour, when he cannot return to a solid 
diet, when sleep is continually disturbed by 
pain, or when narcotics are required for 
relief. Rarely, medical treatment should be 
abandoned in the face of more pressing 
therapeutic indications, such as diabetes 
mellitus, bronchial asthma, rheumatoid ar- 
thritis, migraine or renal stones. 


Table 1 


Indications for Surgery 
(Private Cases, 1949-1954) 


Ver Cent 
Medical failure 67 
Bleeding, massive 4 


Obstruction, total 


Table 1 shows that medical failures con- 
tinue to constitute the largest group of 
cases referred for surgical treatment—al- 
though this number should represent no 
more than 10 to 15 per cent of all cases of 
peptic ulcer. The group is important not 
only because of its relative size, but be- 
cause of pathologic considerations to be 
discussed later. Medical failure primarily 
implies persistent refractory pain (table 
2), but the group must necessarily include 


Table 2 
Symptoms in Medical Failures 
Per Cent 
Intractable pain 50 
Pain and mild obstruction 20 
Pain and vast bleeding 20 
Pain and vomiting 10 


some cases with partial obstruction and past 
episodes of minor bleeding. 
Significant Factors 
Age, sex and duration of symptoms 
Table 3 shows the distribution according 
to age and sex, and the duration of symp- 
toms in my series of intractable cases. The 


Table 3 
Age, Sex and Duration of Symptoms 

Age at operation 

Average 45 years 
Duration of symptoms 

Average 12 years 
Sex ratio 

3 males to 1 female 


Range 30-74 years 


Range 2-33 years 


total duration of symptoms and the pa- 
tient’s age are not necessarily important, 
since both young and old may be refrac- 
tory to treatment, and a few ulcers of short 
duration may fail entirely to respond to 
medical therapy’. Sad to relate, the time 
factor is usually well explained by the 
natural reluctance of the physician to admit 
defeat and of the patient to seek surgery. 
Many patients who have been relieved by 
surgery ask, “Why didn’t someone tell me 
years ago that I could be this well?” Sta- 
tistics tend to show that the medical fail- 
ures include a higher percentage of women 
than is usual in peptic ulcer, 
Pathology 

The next questions that arise are “Why 
does superior medical treatment fail?” and 
“Can we spot the cases that will not re- 
spond to medical treatment?’ From the 
standpoint of pathologic physiology these 
patients almost universally show continu- 
ous hypersecretion and hyperacidity of gas- 
tric juice. The pathologic factors can be 
seen by studying the location of ulcers in 
table 4 and the pathologic findings in table 
5. Symptoms are poorly controlled when 
there are multiple ulcers, when the ulcer 
lies upon or adjacent to the pyloric sphine- 
ter'*’, and when blind perforations occur 
on the pancreas, liver, bile ducts, or large 
blood vessels‘'*). More rarely, the notably 
refractory ulcerations are found near the 
gastric cardia or in the second portion of 
the duodenum—locations where neoplasm 
cannot be excluded. 
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Table 4 


Location of Uleers 
(Private cases) 


Per Cent 
Duodenal 82 
Gastric 13 
Gastric and duodenal! 5 


Personal factors 

There are also refractory personal or 
personality factors which contribute to 
medical failure. Traveling salesmen, truck 
drivers, transients, school teachers and 
night workers are notoriously difficult pa- 
tients to manage. Some stubborn individuals 
refuse to stop smoking or drinking, and 
some are severely psychoneurotic or are 
chronic complainers with low resistance 
to pain. The latter can often be recognized 
by their exaggerated reaction to venipunc- 
ture, pressure on the abdominal aorta, or a 
gentle rectal examination. A few will be 
found to be addicted to barbiturates or nar- 
cotics which have been carelessly prescribed. 

In deciding to abandon medical therapy 
one should be wary of the refractory per- 
sonality factors—especially drug addiction 
—and place most reliance on the pathologic 
findings. Surgery should not be used in the 
refractory patient unless refractory dis- 
ease is present, 


Surgical Treatment 

“What is the best surgical treatment in 
these cases?’’ It is improbable that a final 
answer can be given. Subtotal or partial 
gastrectomy remains my preference, be- 
cause in my experience the results have 
been too good, and the morbidity and mor- 
tality too low to abandon it for a variety of 
procedures which have been proposed and 
reported in the past 10 years. The type and 
location of anastomosis seems relatively un- 
important, provided the resection is ade- 
quate, Subtotal gastrectomy promptly and 
strikingly relieves the prevfously refrac- 
tory pain. For most patients this relief is 
most worth while, despite a few annoying, 
but largely transient side effects. 

The pathology encountered in the refrac- 
tory group provides a moderate number of 
difficult technical problems, as well as a 
small number of “non-resectable” lesions. 
These cases, along with acute, massive 


bleeding, provide the potential sources of 
surgical mortality in peptic ulcer. In or- 
der to avoid such catastrophes as trauma to 
the bile ducts, traumatic pancreatitis and 
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Table 5 
Pathology of Intractable Ulcers 
Per Cent 

Blind duodenal perforation 50 
Plyoric channel 19 
Multiple 14 

Duodenal 10 

Duodenal and gastric 4 
Gastric and stomal 17 


leaking duodenal stumps, the occasional use 
of the two-stage gastrectomy described by 
McKittrick or some modification of the 
Finsterer pyloric exclusion operation may 
be necessary‘*?, 


Complications 
Table 6 shows the complications associat- 
ed with subtotal gastrectomy which we en- 
countered, Although 57 per cent of our pa- 
tients had no complications, nearly 40 per 


Table 6 


Complications in Gastrectomy for 
Medical Failure 


Per Cent 
None 57 
Major non-fatal complications 39 
Mortality 4 


cent had a major complication such as pul- 
monary infarction, edema, or atelectasis; 
myocardial infarction; bleeding from omen- 
tum or suture line; pancreatitis, cystitis, 
and wound disruption. There was one 
death—giving a mortality of 4 per cent. The 
pathology and course of this case make it 
worth summarizing. 


A 53 year old, short obese diabetic male had 
severe pain and partial obstruction from a pyloric 
channel ulcer which perforated while he was being 
prepared for surgery. At laparotomy three hours 
later an enormous crater, encircling more than 
one-third of the pylorus, was found. The large 
perforation on the posterior superior wall could 
not be closed without producing complete obstruc- 
tion. Immediate gastric resection resulted in acute 
fulminating pancreatitis, followed by jaundice, 
paracolic abscess, thrombophlebitis, and pulmonary 
infarction, In spite of supportive therapy, ligation 
of the femoral vein, and drainage of the abscess, 
he died of peritonitis on the ninth postoperative 
day. The local pathologic picture in this case was 
almost unbelievable. A two-stage procedure might 
have prevented the subsequent course of events. 


Returning to the long-term side effects, 
one-fourth of the patients were temporarily 
annoyed by the dumping syndrome, but this 
has not been a prolonged or major problem. 
Moderate loss of weight was observed 
routinely in the 60 per cent who were obese 
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from prolonged overfeeding prior to op- Summary 

eration, but less than 10 per cent remain 1. Failure of medical treatment is the 
too thin. Approximately 30 per cent whose commonest surgical indication in peptic 
weight was subnormal prior to surgery be-  yleer. 

cause of vomiting have all regained the 2. Medical treatment fails largely be- 
normal range. There has been no recurrence cause of pathologic factors such as the 


of the ulceration. 


Table 7 


Results of Gastrectomy 
Per Cent 


Superior 83 
Good 9 
Total improved 92 
Poor 4 
Death 4 
Total 8 


Table 7 summarizes the long-term results 
of treatment in this group of patients, who 
were followed personally up to six years. It 
can be seen that 92 per cent were improved. 
The remaining & per cent, with results 
classified as less than superior, represent 
those who have failed to maintain a satis- 
factory state of nutrition. Results were 
poor in a narcotic addict who has continued 
to seek medical treatment for a variety of 
complaints, but who has no evidence of re- 
current peptic ulcer. The inferior results, 
in fact, are confined to patients having 
severe personality problems, and the one 
death occurred in the patient with the most 
distorted pathologic anatomy. 


location, depth and number of peptic ul- 
cers. Personal or personality factors also 
contribute to failure. 

3. Subtotal gastrectomy is the most sat- 
isfactory surgical treatment. 

4. Good results can be expected in at 
least 90 per cent of cases, Personality fac- 
tors play a major role in the few poor re- 
sults. 

5. Surgical mortality is low and may well 
be reduced by more frequent use of two- 
stage procedures. 
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Abstract of Discussion 


(Dr. Felda Hightower, Winston-Salem, moderator) 


Dr. Hightower: The first question is addressed 
to Dr. Brenizer: Please describe the two-stage pro- 
cedure and its application. 

Dr. Brenizer: This operation, which 
name of McKittrick, is actually a modification of 
Finsterer procedure. The object is to avoid the sac 
in the duodenum. When the relation of the via- 
duct is uncertain, or, in the very aged, when it 
might be desirable to divide the procedure into two 
easy stages, he divides the stomach at the in- 
cisura. The closure is always in good shape, and 
the only difficulty that may arise is in cases of 
obstruction, where the mucosa may be so edema- 
tous that if the mucosa isn’t turned in as a separate 
layer the closure may be too bulky. Anastomosis 
is then carried out in the usual fashion from three 
weeks to six months later. The sooner one returns 
to make a new incision or open the same incision, 
the better. Duodenal ulcers always heal, and if 
you return no sooner than six weeks, all the incur- 


bears the 


vature is gone and the two stages are extremely 
safe and easy. This operation was used extensively 
at the Massachusetts General Hospital because of 
the lower mortality. It has criticized, of 
course, because it does subject the patient to two 


been 


anesthetics. 

Dr. Hightower: I have several questions directed 
to the panel. The first three are related to hemor- 
rhage. I'd like to ask Dr. Shingleton if he will dis- 
cuss them. 

What are the results of vagotomy for bleeding 
peptic ulcer? 

Dr. Shingleton: Dragstedt originally advised this 
method even in cases of severe bleeding. | have 
heard recently that he has abandoned it, however, 
Dr. Winston, from wide experience, says that he 
has never advocated it during the phase of active 
bleeding. He believed, however, that after bleeding 
stops it is a desirable procedure, and that the over- 
the literature indicate a 


reported in 


all results 
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lower incidence of hemorrhage following vagotomy 
gastroenterostomy than that associated with sub- 
total gastrectomy. I would say in summary that 
I don’t know of anyone who advocates vagotomy in 
the active phase of bleeding. 


Dr. Hightower: Is there any difference in the 
incidence of bleeding ulcer according to race? 

Dr. 
incidence 


Dr, Hightower: What about the use of Gelfoam? 


Shingleton: In our group of patients the 
was about even. 


Dr, Shingleton; We have not given any of these 
hemostatic agents by mouth to patients having 
extensive bleeding. I understand that when Gel- 
foam is used, it is necessary to buffer the gastric 
acid secretion, since Gelfoam will not produce 
coagulation in the presence of acid. From what I 
have read in the literature, the results have not 
been satisfactory. 

Dr. Hightower: The next question is for Dr. 
Wadsworth. Will the type of incision used for per- 
forated ulcer influence the occurence of eviscera- 
tion? 

Dr, Wadsworth: I think it might. We have always 
used a Langenbeck incision, closing it with a 
single layer and without suturing the peritoneum 
but brushing it back from the linea. In Detroit we 
had perfect dehiscence with that method. I have 
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also used a heavy grade of silk for the linear 
closure. 

Dr. Shingleton: I am a strong advocate of steel 
wire for many of these closures. I hesitate to use 
silk in cases of perforation because of the dan- 
ger of contamination. 

Dr. Hightower: Discuss the treatment of severe 
dumping syndrome following subtotal gastric re- 
section. 

Dr, Shingleton: Despite the advantages of sub- 
total gastric resection, dumping is the most dis- 
tressing complication that we meet, and is prob- 
able much more frequent than we realize. Many sub- 
total gastric resections were done in teaching hos- 
pitals or were followed by physicians outside the 
hospital. Some patients suffer considerably for a 
long time from dumping, and a large number ex- 
perience the syndrome fcr varying periods post- 
operatively. Fortunately most of the cases clear up, 
but others defy all treatment. 

Dr. Hightower: When is resection used for clini- 
cally benign gastric ulcer? Do you do a radical 
resection ? 

Dr. Shingleton: I think one could say that if the 
crater doesn’t disappear within a reasonable length 
of time, surgery should be considered—certainly 
if the ulcers continue to bleed, even when other 
symptoms are largely absent. Resection is also 
indicated in the presence of pernicious anemia. 


Anesthesia for the Patient in Shock 


J. F. HAMMETT, M.D. 
and 
C. R. STEPHEN, M.D. 


Papers on shock probably are as numer- 
ous as those on any single phase of 
surgery. Some of these writings date back 
many years, and the context has constantly 
changed with unfolding knowledge concern- 
ing the mechanics, production, prevention, 
and treatment of the condition. Great strides 
~ were made in World War II, which gave us 
an opportunity to study this problem 
first hand, on a large scale, and to develop 
new techniques of prevention and treatment. 
Since anesthetic agents must be used with 
many of these patients, it behooves us to 
try to understand something of what is 
going on in order to utilize our greatest skill 
at a time of critical need. 
Definition 
What is shock? Of all the numerous def- 
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initions which have been given, the most 
frequently quoted is that of Wiggers (cited 
by Burstein’), He stated that shock is a 
syndrome in which reduction of effective 
circulating blood volume and blood pres- 
sure are of basic importance and in which 
impairment of circulation steadily pro- 
gresses until it eventuates in a state of ir- 
reversible circulatory failure. These are big 
words. Stephen’) puts it more simply: “It 
develops when there just ain’t enough blood 
going around,” 


In general we ascribe shock to one of 
three major conditions: (1) trauma, (2) 
hemorrhage, and (3) toxicity; or it may be 
due to a combination of any of these. Though 
the initiating factors vary, all produce simi- 
lar physiopathologic reactions, which Bur- 
stein’) calls sustaining factors. These fac- 
tors create a vicious cycle which it is im- 
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portant to recognize and treat promptly and 
effectively if catastrophe is to be avoided. 


The Mechanics of Shock 


Burstein”) has given as clear a descrip- 
tion as we have available. Reduced volume 
of circulating blood due to one of the initiat- 
ing factors mentioned above leads to de- 
creased venous pressure, which gives rise to 
decreased venous return to the heart. This 
reduced cardiac intake, and consequently 
output, lowers the arterial blood pressure, 
decreases the vascular supply to tissue cells, 
and results in cellular asphyxia. Products of 
this lowered oxidation of tissue aggravate 
the cycle by increasing capillary permeabil- 
ity, so that more vascular fluid is lost into 
the tissue spaces, producing hemoconcentra- 
tion. With hemorrhage"), however, we get 
a compensatory dilution of the remaining 
blood with fluid from the tissues, giving 
first a state of hemodilution, followed in 
late stages by hemoconcentration. This hem- 
odilution is stressed particularly by Bee- 
cher) in his classic study of resuscitation 
and anesthesia for wounded men in the Eur- 
opean theater during World War II. 

Experimental Work 


It is of interest to trace some of the work 
that has been done in the study of various 
anesthetic agents and their effect on the 
body in conditions of shock. Cattell) com- 
mented as early as 1923 on the fact that the 
secondary vasoconstriction, with an increase 
in blood pressure after an initial drop, seen 
in normal patients following the adminis- 
tration of ether did not occur in patients in 
shock. In 1936 Essex and Seeley'®), working 
with dogs, found that Sodium Amytal anes- 
thesia, given either alone or prior to ether, 
definitely delayed the production of shock 
and death. It was noted that loss of body 
fluid was less rapid when Amytal was used. 

These experiments, done with the produc- 
tion of shock by repeated manipulation of 
the intestines, received widespread atten- 
tion until Beecher'’’, performing the same 
experiment in 1942, got the same result, but 
found that if shock was produced by hem- 
orrhage, Amytal had not significant shock- 
delaying action over ether. He pointed out 
that there was nothing in Essex and See- 
ley’s work to indicate safety in the use of 
Amytal for shocked patients, particularly 
wounded men—that in reality it was a dan- 
gerous drug whose only benefit was an anti- 
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dehydration effect—a single factor in shock. 
Essex *’, in 1943, confirmed this observa- 
tion, and urged that Beecher’s warning be 
heeded. It was about this time that the use 
of curare in anesthesia was first reported", 
and it was prophesied that here was an 
agent that would allow lighter planes of 
anesthesia to be used; but there was no ex- 
tensive investigation of its use until later. 


During the war years, 1942-1945, a num- 
ber of extensive investigations into the prob- 
lem of anesthesia and shock were carried 
out, of which Beecher’s work stands out'*'®), 
He emphasized that the degree of shock in 
men wounded in battle precisely paralleled 
the blood loss, and conversely that clinical 
recovery from shock resulted promptly from 
the administration of whole blood’). He was 
unable to find a single case of “irreversible” 
shock through the Italian campaign. To be 
sure, there was some exsanguination when 
circulation to vital centers was absent for 
long periods, but he emphasized that appli- 
cation of the term “irreversible shock” to 
such cases had no place in treatment of the 
wounded. “Shock seen here was due to blood 
loss and was cured by blood administration.” 
He condemned the use of Pentothal except 
in small amounts to supplement local anes- 
thesia, and felt that men tolerated ether 
much better, remembering of course that 
cyclopropane was unavailable in the field 
hospitals. He accumulated a mass of data 
that has been used extensively in military 
medicine, and will apply in any catastrophe 
involving large numbers of wounded, 


Hershey and Rovenstine'’, in 1944, re- 
ported 4 cases in which cyclopropane had 
elevated the blood pressure and slowed the 
rapid pulse to normal in patients in severe 
hemorrhagic shock. This observation pro- 
voked experiments on dogs in which bleed- 
ing to shock levels was followed by cyclopro- 
pane anesthesia, and the same effect was ob- 
served in well controlled experiments. This 
result led to their most extensive investiga- 
tion on experimental shock and anesthetic 
agents as factors in circulatory reactions in- 
duced by hemorrhage”), Using similar lev- 
els of anesthesia in a group of 70 dogs, they 
observed circulation in the capillaries of the 
mesentery while different agents were used 
and bleeding was done in divided amounts 
every half hour on the basis of percentage of 
body weight until maximal effects were 
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noted, The methods used were (1) local pro- 
caine block of the abdomen only, used as a 
control, (2) intravenous morphine, (3) cy- 
clopropane, (4) sodium pentobarbital, (5) 
sodium Pentothal, and (6) ether. 

They observed the rates of omental blood 
flow, blood pressure, blood loss expressed as 
percentage of body weight, the degree of 
vasomotion of the arterioles and capillary 
bed, the reaction of the vessels to locally ap- 
plied epinephrine, and the presence and con- 
centration of vasodepressor substances in 
the blood stream following hemorrhagic 
shock. Clinically, they then judged the re- 
sponse of the animal to transfusion with his 
own blood three hours after the last bleed- 
ing. 

The control animals tolerated the pro- 
cedure best, both experimentally and by the 
clinical response to transfusion. They with- 
stood a blood loss of 5.3 per cent of body 
weight, and 92 per cent responded favorably 
to transfusion three hours later. The rate 
of omental blood flow was good, with vaso- 
constriction but no capillary slowing. The 
response to epinephrine increased as bleed- 
ing progressed. Vasodepressor substances 
did not appear in the blood. 

Animals under cyclopropane anesthesia 
withstood a blood loss of 4.8 per cent, and 
in 89 per cent were restored by transfusion 
three hours later. Omental blood flow was 
good, with early production of vasoconstric- 
tion that was maintained throughout. Epine- 
phrine reactivity was increased and main- 
tained, and no vasodepressor substances ap- 
peared in the blood stream. 

Animals given morphine withstood a 
blood loss of 4.6 per cent, and 70 per cent 
were restored by transfusion three hours 
after termination of bleeding. Omental blood 
flow remained good, with early vasocon- 
striction. Vasomotion increased at first, 
then returned to the original level after 
maximal bleeding. Epinephrine reactivity 
increased. Vasodepressor substances did ap- 
pear in the blood after maximal bleeding. 


Animals under ether withstood a blood 
loss of 4.1 per cent, and only 20 per cent sur- 
vived when given transfusions three hours 
after the last bleeding. Omental blood flow 
slowed sooner than with any other type of 
anesthesia, with spontaneous collapse occur- 
ring in almost all dogs soon after the last 
bleeding. Vasomotion decreased even prior 
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to bleeding. There was a progressive de- 
crease in the epinephrine response after 
bleeding, and vasodepressor substances ap- 
peared in the blood stream earlier than in 
any other group. 

When pentobarbital was used, a maximal 
blood loss of 3.8 per cent of body weight 
was obtained, only 25 per cent of the animals 
surviving transfusion three hours after the 
last bleeding. There was a progressive de- 
crease in blood flow after bleeding, while 
vasomotion increased at first and then de- 
creased with greater hemorrhage, being ab- 
sent 30 minutes after the last bleeding, as 
was epinephrine reactivity. Vasodepressor 
substances appeared 45 to 90 minutes after 
the last bleeding. 

Under Pentothal anesthesia, the maximal 
blood loss was 4.0 per cent of body weight, 
and no animal survived the three-hour 
transfusion. Abrupt deterioration of omen- 
tal blood flow occurred after the last bleed- 
ing, vasomotion was lost as early as with 
ether, epinephrine reactivity decreased ab- 
ruptly after the last bleeding, and vasode- 
pressor substances appeared suddenly af- 
ter the blood loss reached 3.5 per cent. 

As one can see, these experiments have 
two distinct shortcoming—the assumption 
that the reaction of the mesenteric vascular 
bed will be comparable to that in all other 
capillary beds of the body, which may not 
be true; and the inevitable difficulty of com- 
paring depths of anesthesia between inhala- 
tion agents and intravenous ones. Neverthe- 
less, in all other respects the experiment 
was carefully controlled, and the clinical 
condition of the animals closely followed the 
laboratory appraisal. 

The last bit of experimental work to be 
mentioned was done in 1951, and concerned 
the effect of inhalation agents on the myo- 
cardium of dogs, using the heart-lung pre- 
paration''®’, Here it was found that 80 
per cent nitrous oxide given with 20 per 
cent oxygen produced minimal cardiac di- 
latation. Cyclopropane, in concentrations as 
high as 50 per cent, likewise produced very 
little cardiac dilatation. Diviny] ether, even 
in high concentrations, gave more dilatation 
than the preceding agents, but far less than 
chloroform or diethy! ether. These last two 
drugs produced some cardiac dilatation even 
before anesthetic levels were reached, and 
profound dilatation occurred in levels com- 
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Tetracycline Lederle 


in the treatment of 
respiratory infections 


January and his associates' have written 
on the use of tetracycline (ACHROMYCIN) 
to treat 118 patients having various 
infections, most of them respiratory, in- 
cluding acute pharyngitis and tonsillitis, 
Otitis media, sinusitis, acute and 
chronic bronchitis, asthmatic bronchitis, 
bronchiectasis, bronchial pneumonia, 
and lobar pneumonia. Response was 
judged good or satisfactory in more than 
84% of the total cases, 


Each month there are more and more 
reports like this in the literature, docu- 
menting the great worth and versatility 
of AcHromycin. This antibiotic is unsur- 
passed in range of effectiveness, It provides 
rapid penetration, prompt control. Side 
effects, if any, are usually negligible. 


No matter what your field or specialty, 
ACHROMYCIN can be of service to you. 
For your convenience and the patient's 
comfort, Lederle offers a full line of 
dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN with Stress FORMULA ViITA- 
MINS. Attacks the infection—defends the 
patient—hastens normal recovery. For 
severe or prolonged illness, Stress formula 
as suggested by the National Research 
Council. Offered in Capsules of 250 mg. 
and in an Oral Suspension, 125 mg. per 
5 cc. teaspoonful, 


For more rapid and complete 
absorption. Offered only by Lederle! 


filled sealed capsules 


January, H. L. et al: Clinical experience with 
tetracycline. Antibiotics Annual 1954-55, p, 626, 
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As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 
there’s no obligation on your 
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parable to the second and third planes of 
anesthesia. In this experiment it was felt 
that the many variables associated with the 
use of live animals had been eliminated, and 
the true effect of the drug used could be 
determined. 
The Shock Patient and Surgery 

The patient in shock, whether it be from 
intestinal bleeding or associated with crush- 
ing injuries with or without hemorrhage, 
must be continually resuscitated in the pre- 
operative period. Attempts must be made 
at correcting dehydration and electrolyte 
imbalance; above all blood replacement, pre- 
ferably with whole blood of the patient's 
same type, should be carried out until the 
patient’s blood pressure rises to 90 or 100 
mm. of mercury systolic, and the pulse rate 
falls below 120 per minute. During World 
War II, when blood of the proper type was 
not available, low titer “O” blood was used 
with no increase in untoward reactions, and 
this possibility should be considered in 
emergencies. When blood is not available, 
plasma expanders such as dextran''*’ and 
polyvinylpyrrolidone have proved valuable. 
The use of pooled plasma has decreased 
markedly following the high incidence of 
infectious hepatitis associated with it in 
World War II and in Korea. In the presence 
of uncontrollable profuse hemorrhage, the 
time for anesthetic induction cannot be post- 
poned until the blood pressure, pulse, and 
clinical condition have improved. To de- 
lay here means certain loss of the patient. 

Preanesthetic medication is of vital im- 
portance in these patients, and requires far 
smaller doses than usual because of the al- 
ready depressed metabolism in shock. It has 
been found that patients with injuries have 
far less pain than was originally sup- 
posed'*’, and the addition of average doses 
of narcotics adds another respiratory bur- 
den to the already oxygen-deprived tissues. 
If pain is a factor, very small doses of nar- 
cotics are given intravenously to best gauge 
their effect and obviate the picture of sud- 
den rapid absorption from subcutaneous or 
intramuscular depots as the circulation im- 
proves, with resulting sudden, profound de- 
pression that may mean death. It is fre- 
quently best to omit narcotics altogether and 
give only drying agents, preferably atropine, 
by intravenous or deep intramuscular injec- 
tion, if the circulation is adequate to pick 
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it up. Barbiturates, with their depressant 
properties, should be omitted from the pre- 
anesthetic medication, for the patient is al- 
ready depressed. Only if severe anxiety is 
present would one give small doses intra- 
venously. To summarize: Give much smaller 
doses; give them so they will be absorbed at 
a dependable rate. 


Choice of agent 

If the operative procedure is confined to 
a small area so that relatively small amounts 
of a diluted drug can be used, local or re- 
gional block will produce a highly desirable 
type of anesthesia, For example, in abdomi- 
nal operations bilateral intercostal block, 
well performed, has many advantages, It 
may be supplemented with nitrous oxide— 
oxygen analgesia in concentrations of 50 
per cent each, with high flow rates. Re- 
laxant drugs are seldom needed, as there 
is usually marked muscular relaxation in 
the shocked patient. If the operative pro- 
cedure is to be an extensive one, involving 
multiple areas and requiring large amounts 
of local anesthetic agent, it is preferable to 
use light general anesthesia and avoid the 
risk of toxic reactions from overdosage in 
this already poor risk patient. 

Among the inhalation agents cyclopro- 
pane stands out both clinically and experi- 
mentally as the best choice in shock patients. 
It can be given with very high concentra- 
tions of oxygen, it produces the least phy- 
siologic disturbance of any of the “complete 
anesthetic agents,”’ and it is well accepted 
by the patient. Here again one must pro- 
ceed with caution, as patients in shock re- 
quire far less drugs than do normal patients, 
and obtain complete muscular relaxation in 
lighter planes of anesthesia. Since this is 
such a potent and rapidly acting agent, the 
many precautions attending its use should 
be practiced and a constant vigil maintain- 
ed, avoiding deep planes of anesthesia and 
assuring adequate ventilation of the patient 
at all times. Its major contraindication is in 
patients with disturbances of cardiac 
rhythm, but even here, if the plane of anes- 
thesia is light, it may be useful. One must 
be prepared to justify his choice of another 
inhalation drug over cyclopropane in shock. 

The use of ether in the shocked patient is 
much disputed. Experimentally it has pro- 
duced the earliest deterioration of the cir- 
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culation and the most profound physiologic 
changes among the agents commonly em- 
ployed. As such its use would seem to be 
condemned, Beecher'*’, however, has stated 
that its circulatory depressant effects do not 
seem as profound in man as in animals, and 
having had many opportunities to observe 
its use in wounded men in shock, he con- 
cluded that it certainly has a place. It should 
not be passed over lightly, particularly if 
cyclopropane is unavailable, as was the case 
in military medicine in wartime. If used, it 
must be remembered that the concentration 
required to produce light anesthesia in shock 
is far less than in the normal patient, and 
light anesthesia usually provides all the 
muscular relaxation required. 


Nitrous oxide is generally considered to 
be too weak an agent to use alone in healthy 
patients, but it may occasionally have a 
place where only light anesthesia is desired 
and where it may be obtained with lower 
concentrations, Its only disturbance of phy- 
siology is that due to oxygen lack. If used 
with at least 30 per cent oxygen and high 
flow rates, it may provide sufficient anes- 
thesia for procedures other than abdominal 
surgery, requiring little if any other drug. 
The use of the barbiturates in doses normal- 
ly given in conjunction with nitrous oxide— 
oxygen mixtures is mentioned only to be 
condemned, Very small doses of Pentothal 
may be used as a supplement, but only in 
short procedures, as the prolonged use of 
this drug easily produces circulatory depres- 
sion. If a long operation is anticipated, oth- 
er means of obtaining anesthesia should be 
considered, 


Reports of good results from Pentothal in 
shock are available”), but these instances 
are isolated and by no means the rule, The 
drug had extensive use in Korea and World 
War II, but here it was used only in good 
risk patients for procedures requiring little 
or no relaxation. Light ether was preferred 
in the shocked patient, since cyclopropane 
was not available. 


Ethylene is a little more potent than 
nitrous oxide, and its use may be gratifying 
in some cases of shock, particularly where 
little relaxation is required. Care must be 
taken to supply at least 30 per cent oxygen, 
and flow rates should be high. Ethylene has 
the disadvantage of greater explosiveness 
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with higher concentrations of oxygen, a de- 
finite factor against its routine use. 

Spinal anesthesia has no place in the pa- 
tient in shock. There are no favorable re- 
ports on its use, even in small doses in low- 
er extremity procedures. Once given it is 
impossible to control, and in a patient whose 
circulating blood volume is already de- 
creased, it can only tend to cause further 
discrepancy between the blood volume and 
the vascular bed. Taylor, quoted by Bee- 
cher''®’, states that “spinal anesthesia 
spells euthanasia for the patient in shock.” 

Trichlorethylene, chloroform, and ethyl] 
chloride are mentioned only as drugs to be 
avoided in shock. The reasons are obvious— 
they are profound depressants and have nar- 
row margins of safety at best. 

Muscle relaxants frequently are not 
needed because, as mentioned previously, 
shock itself is accompanied by profound 
muscular relaxation, In some cases, however, 
relaxation is inadequate, and here they serve 
a useful purpose. Dosage should be one-half 
to one-fourth that given to normal patients 
initially, followed by smaller supplementary 
doses as required. Respiration should be as- 
sisted when these drugs are used, in order 
to insure adequate oxygenation and elimina- 
tion of carbon dioxide. Care should be taken 
to keep the patient breathing spontaneously 
if at all possible, as controlled respiration 
frequently precipitates serious falls in an 
already lowered blood pressure. 


Technique of administration 


The technique of administering anesthe- 
sia to a patient in shock depends on the 
agent chosen. Cyclopropane is probably best 
administered in a semi-closed system, with 
large amounts of oxygen. A smaller than 
usual concentration of the drug will be found 
adequate for most surgery. The other in- 
halation agents should not be used in a 
closed system, as it predisposes to the ac- 
cumulation of carbon dioxide. This makes 
for greater respiratory effort at a time when 
the resources of the patient are precariously 
low, and can precipitate a progressive down- 
hill course. Non-rebreathing techniques are 
highly recommended and much preferred 
over the partial rebreathing system with 
carbon dioxide absorber; there is less re- 
sistance to be overcome and less chance for 
accumulation of carbon dioxide. 

Ventilation should be adequate 


at all 
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times. Hyperventilation causes few if any 
complications, but the effect of hypoventila- 
tion is to produce steady deterioration of 
the circulation. A patent airway should be 
assured. Intubation can frequently be ac- 
complished without resorting to muscle re- 
laxants, and such drugs should not be used 
routinely for this purpose. Care should be 
taken to avoid gastric dilatation, and inser- 
tion of a Levin tube with gastric lavage 
should be mandatory in any abdominal or 
thoracic procedure. 
Conclusion 


This discussion has only touched upon the 
subject of shock; many hours could be de- 
voted to it. Each patient is an individual to 
be evaluated separately, not given a 
“routine” treatment for his condition. If 
routines are blindly followed, they will lead 
only to disaster. It is particularly for the 
patient in shock that the anesthesiologist 
must call forth all his knowledge and apply 
his greatest skill. 
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Anesthesia for Seriously 
(March 20) 


Vaginal Hysterectomy 


HORACE M. BAKER, JR., M.D. 
LUMBERTON 


Langenbeck''’ accomplished the first suc- 
cessful vaginal hysterectomy in 1813, with- 
out opening the peritoneal cavity, without 
anesthesia, without knowledge of asepsis, 
and practically without assistance, There 
was severe hemorrhage and the patient was 
approaching collapse. Langenbeck com- 
pressed the bleeding with his left hand and 
sutured the wound with a needle and liga- 
ture. He tied the ligature by grasping one 
end with his teeth and the other with the 
right hand. At this stage the patient ap- 
peared to be dying, but was revived by cold 
water dashed over her face. She lived for 
26 vears following the procedure. 

In 1829 Warren"), of Harvard Univer- 


sity, made the first American report of 
the procedure. All the uterus except the 
fundus was removed without anesthesia, 
sutures, or clamps. The patient died on the 
fourth postoperative day. The procedure 
lapsed into disuse at the end of the cen- 
tury but regained popularity after 1940. 
Vaginal hysterectomy is now accepted as 
one of the most versatile of the major pro- 
cedures. Kennedy and Campbell’ have 
said, “In vaginal surgery as in elective sur- 
gery generally, operative measures should 
be selected with prudence.”’ Vaginal hyster- 
ectomy should be used enthusiastically when 
there are valid indications for it. The im- 
portance of the abdominal approach in the 
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control of complicated intra-abdominal pel- 
vic diseases however, should always be re- 
membered, 


Indications 


There is a place for both abdominal and 
vaginal hysterectomy, usually with clear- 
cut indications or contraindications for 
each''', The most valid indication for the 
vaginal method is prolapse of the uterus‘”’. 
This condition, in the majority of the cases, 
is due to the relaxation of the supports of 
the bladder, rectum, and uterus caused by 
childbirth’. In the nulliparous patient, 
prolapse may result from congenital weak- 
ness of these supports. 

The supports of the pelvic organs are the 
pelvic fascia and the levator ani muscles. 
The pelvic fascia is reinforced in several 
places to form the pubocervical, the cardi- 
nal, the uterosacral, and the round liga- 
ments. In addition to the pubocervical liga- 
ment, the true support of the bladder is now 
thought to be mainly muscular—the pubo- 
coccygeous muscle, This muscle originates 
in the pelvic surface of the pubis, along the 
line from the obturator foramen to the low- 
er border of the symphysis, and passes 
backwards into the coccyx and the anoco- 
ecygeal raphe. In position, it supports the 
bladder. The cardinal ligaments are con- 
densations of the lower margins of the 
broad ligament. The uterosacral ligaments 
originate in the posterior wall of the cer- 
vix at the level of the internal os, and are 
attached to the sacrum. These ligaments 
pull the cervix backwards and also form 
part of the pelvic floor. It is debatable how 
much support the round ligaments provide. 
They should always be brought to the va- 
ginal cuff, When the operative treatment of 
prolapse is undertaken, great care should 
be taken to repair the defects in the above 
supports, 

A second indication for vaginal hysterec- 
tomy is uterine prolapse of the first and 
second degree, with relaxation, cystocele, 
rectocele, and enterocele. Patients in this 
category are usually in late menstrual or 
postmenopausal life or have first and sec- 
ond degree prolapse with multiple findings 
and symptoms associated with the uterus, 
or myomas of the uterus no larger than a 
three months’ pregnancy. 

There are three indications for hysterec- 
tomy for myoma: (1) increase in size, (2) 
hemorrhage, and (3) pain. If these fibroids 
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are not too large and if the supportive 
structures are relaxed, a vaginal hysterec- 
tomy may be considered. In performing a 
vaginal hysterectomy, the surgeon should 
be fortified with the knowledge that at any 
moment, should the necessity arise, the ab- 
dominal approach may be used. 


Contraindications 


The contraindications for vaginal 
terectomy are as follows: 
1. Malignancy of the cervix 
. Malignancy of the endometrium 
3. Enlarged uterus due to myomas (Myo- 
mas which are too large cannot be re- 
moved by this route.) 
4. Pelvic inflammatory disease 
5. Endometriosis 
6. Ovarian tumors 
7 
8 


hys- 


. Fixation of ligaments 
. Post-irradiation fixation 
9. Previous abdominal surgery 
10. Pseudo-descensus, with long cervix 
11. Narrow vagina 
12. Lack of mobility 
13. Possibility of other intra-abdominal 
disease 
14, Lack of experience, confidence, and 
enthusiasm of the surgeon. 


Preoperative Preparation 

The patient should have a complete his- 
tory and physical examination, with partic- 
ular reference to cardiovascular stability. 
Anemia should be corrected; obesity should 
be reduced as much as possible; protein, 
fluid and electrolyte balance should be op- 
timum; the mental attitude of the patient 
should be studied, and the expected results 
should be explained to her. If any deficien- 
cies are found, they should be corrected be- 
fore the procedure is begun. 

The entire abdomen and perineum are 
shaved the night before the operation. It is 
most important for the abdomen to be pre- 
pared. Although we have not yet had to use 
the abdominal route in a proposed vaginal 
hysterectomy, the time will undoubtedly 
come. The preparation is the same as for 
any other operation with the exception of 
the vaginal preparation, which is done in 
the operating room. The patient is given 
an appropriate antibiotic, starting 24 hours 
prior to surgery. Any other complaints re- 
ferable to the abdomen should be diagnosed 
by appropriate methods prior to vaginal 
hysterectomy. 


q 
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Operative Technique 

The operative technique used is that de- 
scribed by Heaney'’’, including anterior 
and posterior repair when cystocele and 
rectocele are present. If a urethrocele is 
present, it is also repaired. It is felt wise 
to investigate the ovaries in all cases, and 
if any lesion is found, salpingo-oophorec- 
tomy should be performed. Some surgeons 
remove the adnexial organs routinely if the 
patient is past 40 years of age, feeling that 
carcinoma of the ovaries will thereby be 
prevented'’', We do not adhere strictly to 
this opinion, but individualize the cases. 

The anesthesia used depends upon the 
needs of the patient and the ability of the 
anesthesiologist. There are advocates of 
general and spinal anesthesia. Each method 
has been used satisfactorily. 

Postoperative care is made much easier 
and the patients do better if they receive 
blood as soon as the procedure is begun. 
The average patient receives 500 cc. of 
blood, followed by the administration of 
fluids and the amount of electrolyte indi- 
cated in each case. 

Postoperative Care 

The patient is returned to her room at an 
appropriate time following surgery. Blad- 
der drainage, using a Foley catheter which 
was placed in the bladder in the operating 
room, is connected with bedside drainage. 
Depending upon the patient’s age and card- 
iac status, she may or may not be given 
nasal oxygen. The blood pressure, pulse, 
and respiration is taken every 15 minutes 
until stabilized and then every 4 hours for 
24 hours. At any change, appropriate ac- 
tion is taken. Antibiotics are continued, In 
24 hours the usual patient is up, walking. 
disconnected from the bedside drainage, 
with her catheter in place. Within 72 hours, 
the catheter is removed and the patient is 
catheterized every eight hours until resi- 
dual urine is 50 cc. or less. The patient is 
then discharged from the hospital with the 
proper convalescence instructions. She is 


usually fully recovered in five to seven 
weeks. 
Complications 
Studies of total hysterectomies during 


the past decade indicate an expected opera- 
tive mortality of not greater than 2 per 
cent. The postoperative morbidity rate, 
however—which is the index of the risk to 
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the patient's life—is 35 per cent'*'. Numer- 
ous efforts to prevent postoperative mor- 
bidity have been reported during the past 
seven years. As outlined by Johnson and 
Burman’, the morbidity rate following 
total abdominal hysterectomy varies be- 
tween 27 and 41 per cent. The criteria for 
diagnosing morbidity varies somewhat from 
author to author, Terzian and Timpaine'*’ 
follow the criterion of the Joint Committee 
of Maternal Welfare—an oral temperature 
of 100.4 F. or more on two consecutive days 
after the first postoperative day, the read- 
ing being taken four times daily. 

Many recent publications of large series 
of vaginal hysterectomies report few or no 
deaths. This might lead one to believe that 
complications are exceedingly infrequent 
or of minor importance, Such is not the 
case. Complications following vaginal hys- 
terectomy with anterior and posterior re- 
pair are distinctly more numerous, as a 
rule, than those associated with abdominal 
hysterectomy. They are perhaps most often 
related to the type of repair. It now seems 
that there are more complications with cys- 
tocele and rectocele repair in vaginal hys- 
terectomy than with similar repair work in 
abdominal hysterectomy. Vaginal hysterec- 
tomy, per se, however, is accompanied by 
less morbidity, causes less postoperative 
discomfort, and is less hazardous than the 
abdominal approach''"’, 

In 5,078 vaginal hysterectomies reported 


by Allen and Peterson'''', the mortality 
was 0.18 per cent. 
Gwillim''*' has stated that, while the 


mortality of vaginal hysterectomy alone is 
less than that of abdominal hysterectomy, 
the addition of extensive cystocele and rec- 
tocele repair increases the mortality to 
three times that of the abdominal proce- 
dure. Other surgeons may obtain different 
results, but this report dramatically shows 
that the most important single, complicat- 
ing factor is related to anterior and post- 
erior colporrhaphy. There are, however, 


certain other complications to vaginal hys- 
terectomy which merit consideration: 

1. Complications common to vaginal and 
fol- 


abdominal hysterectomy are as 


lows: 

a. Hemorrhage 
b. Shock 

c. Infection 
d. Intestinal ileus 


obstruction and 
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e. Phlebitis ligation and amputation under light 
f. Pulmonary complications anesthesia. 
g. Urinary tract complications “ . Endometriosis transplantation of 

(1) Ureteral obstruction and fis- the vaginal vault at operation is al- 

ee 80 a rare complication. It is treated 

(2) Vesical injuries, fistulas, re- with coagulation or excision. 

(3 Prolapse of the vaginal vault has 
OS ee eee been treated by various methods of 
Complications peculiar to vaginal hys- repair, at times successfully. Va- 
terectomies include the following : ginectomy is the most undesirable 
a. Shortening of the vagina is one of procedure, but the most curative. 


the chronic or late complications. 
This, of course, can produce a very 
unhappy effect on the patient and 
can be adequately prevented by tak- 
ing care not to remove more of the 
vagina than is necessary. 

. Granulations of the vaginal cuff rep- 
resent a form of lower-grade in- 
flammatory response and also pos- 
sible evidence of improper apposi- 
tion of the vaginal mucosa, This 
may be aided in some instances by 
drainage at the time of the proce- 
dure, apposition of the mucosa, and 
early use of medicated vaginal sup- 
positories with douches. Of course, 
cauterization of the granulations 
is usually effective. 

Enterocele may occur several 
months or sometimes years follow- 
ing the procedure. This complica- 
tion is due to a weakness behind 
the apex of the vagina between the 
vagina and the rectum, where orig- 
inally there was probably a slight 
indentation of the peritoneum, This 
complication may also occur after 
the uterus has been removed ab- 
dominally, but it is much more 
common following removal by the 
vaginal route. The important way 
to prevent the occurrence of an en- 
terocele is proper posterior repair. 
. Stenosis is an easily avoided com- 
plication. It can be prevented by 
not removing too much of the vagin- 
al wall and by using the candle 
exercises. 

Prolapse of the Fallopian tubes is a 
rare complication and follows the 
use of drainage through the vagin- 
al cuff. This can be avoided by 
proper closure of the cuff. When 
this complication develops, the 
granular mass is removed easily by 


Anterior and posterior colpor- 
rhaphy includes tightening of the 
fascia and muscles, using fascial 
strips from the rectus sheath. Each 
case should be considered individ- 
ually. It is felt that if proper sup- 
port is given at the time of vaginal 
hysterectomy, this complication will 
continue to be extremely rare. 


Summary 
1. Vaginal hysterectomy is a_ valuable 
procedure when done with proper indica- 
tions. 


2. Mortality rates from this procedure are 

low, but morbidity rates, especially when 
accompanied by anterior and posterior re- 
pair, are relatively high. 
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Unusual Cranial Deformities and Associated 


Anomalies in Defective Persons 
JULIAN LOKEY, M.D. 


KINSTON 


During sixteen months of service in an 
institution for the care and training of men- 
tally defective persons, a number of un- 
usual anatomic entities have come to my at- 
tention. Among some of the more fascinat- 
ing are the following syndromes: 

1. Ocular hypertelorism (Crouzon’s dis- 
ease, Grieg’s hypertertelorism, or hereditary 
craniofacial dysostosis) 

2. Oxycephaly (acrocephaly, tower skull, 
steeple head) 

3. Gargoylism (Hurler’s syndrome) 


Ocular Hypertelorism 

In an institutional population of 1,000, 6 
patients represent rather classic examples 
of ocular hypertelorism. Greig, in 1924, de- 
scribed this unusual craniofacial deformity, 
which at that time was considered rather 
rare; however, since then many additional 
children have been found to demonstrate 
Greig’s description, and the condition today 
is considered neither rare nor commonplace. 
There unquestionably are wide variations of 
the deformity; however, the obvious facial 
pattern readily suggests its presence, Not 
all persons so affected are mentally de- 
ficient, though the majority of classic ex- 
amples fall into the imbecile group, and 
others come within the borderline or moron 
range. Of the 6 patients at Caswell Train- 
ing School 3 are males and 3 are females, 
aged 12, 14, and 18. All have intelligent quo- 
tients of between 36 and 56. Uniformly they 
are placid, amicable, friendly, and happy— 
very much like the mongoloid. Indeed, stu- 
dents in the past have associated the two 
conditions, I feel, quite definitely, however, 
that ocular hypertelorism is a separate en- 
tity. Classically, the subjects are considered 
to be fond of music; that most likely is a 
feature characteristic of their gay and pleas- 
ant personality. Anatomically they differ 
from the mongoloid, though, like the mon- 
goloid, they are short and stocky, ranging 
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in height from 55 to 61 inches, 

All 6 of the patients in Caswell present 
the following features: The eyes are set far 
apart; the bridge of the nose is flattened 
and broad. There is divergence of the orbits 
to a moderate degree. External squint is 
present in 4; nystagmus, in 4. A vertical 
groove extends upward from the root of 
the nose in 3. The head is short; the occiput 
is absent or reduced, and there is a bulge 
of the temporal regions in all. 

Greig has shown through postmortem 
studies that the facial deformity is caused 
by a malformation of that portion of the 
sphenoid bone which arises from cartilage. 
According to him, the greater wings of the 
sphenoid are quite small, and the lesser 
wings rather large. In other words, they 
are in reverse. Frontal bone prominences 
are present in all 6. The palate is extremely 
narrow and high in 3, approaching more 
nearly the normal in the others. The ears 
are large in all, in contrast to the small 
ear of the mongoloid, The mouth remains 
open in half of our cases, and the tongue is 
fissured in 1. Two of them, like the mongo- 
loid, have a large gap between the hallux or 
great toe and the second toe. The skin and 
hair in each are of fair quality, again in 
contrast to the mongoloid, Congenital car- 
diovascular anomalies are present in 2 
one a ventricular septal defect and the other 
an auricular septal defect. 

Several observers have attempted to as- 
sociate this interesting and unusual condi- 
tion with the pituitary gland, Studies thus 
far, however, have not revealed the nature 
and degree of the relationship to the endo- 
crine system. Before I diagnosed and 
grouped the 6 patients at Caswell, medical 
department personnel at the institution had 
interestingly noticed that they fared better 
in a general way under daily administration 
of thyroid extract. While taking thyroid 
they apparently weigh 4 to 7 pounds less, 
they are more physically active, and there 
seems to be slight to moderate increase in 
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intellectual sharpness, No thoroughly scien- 
tific study has been made by our group. The 
only effort at metabolic evaluation has been 
through the determination of total blood 


serum cholesterol, which in each case has 
ranged between 160 and 200 mg. per 100 cc. 
or within normal limits. One must conclude 
that there might well be additional metabolic 
facts to be obtained, certainly of interest 
and possibly of some benefit to the indi- 
viduals who make up the group. 


Congenital Oxycephaly 
Each of the remaining two deformities— 
congenital oxycephaly and gargoylism — is 
represented at Caswell population by one 
male of each type. In view of the unusual 
anatomic patterns, a brief description will 
be given of each. The first patient represents 
an example of the complete oxycephaly syn- 
drome. He has the combined deformity of 
the skull, with resulting abnormality of the 
eyes, and synostosis of the fingers and toes. 
There is a pathologic union of the sutures of 
the skull, including the facial bones, Such 
changes have been thought by most past ob- 
servers to occur during intrauterine life. 
The cranium descends upward, producing 
an abnormally high frontal region, which 
meets the vertex at a sharp right angle. 
The vertex is blunted. The skull is thin, and 
there is a marked bulge in the temporal re- 
gions. The cranial defects mentioned cause 
the ears to be asymmetrically placed, The 
thinning of the skull has caused a series of 
shallow depressions of the external table. 
Such concavities — called “digital impres- 
sions,” or “copper beading’’—ordinarily are 
found, as the superciliary ridges and frontal 
prominences are poorly developed; the pi- 
tuitary fossa is wide and deep, The orbits 
are very shallow. In our case the palate is 
markedly cleft. The nose is broad and flat, 
especially the bridge. The ears are excep- 
tionally large, but appear to be normal in 
their lines and general contour. The eyeballs 
protrude markedly, because of the small or- 
bital openings. There is divergent strabis- 
mus and nystagmus. Vision is moderately 
impaired by progressive optic atrophy. 
Two or three years ago, for a period of 
several months, this child complained of se- 
vere headaches, suggestive of increased in- 
tracranial pressure. Likewise, the present 
optic atrophy is suggestive of increased 


pressure. Both thumbs and great toes are 
unusually large, with very large irregularly 
shaped nails. The other fingers and toes are 
fused; however, osseous fusion is only in 
the terminal phalanges. There is one large 
nail for each group of combined digits. 
There is no evidence of congenital] heart 
disease, 

The boy just presented is 11 years of age, 
weighs 76 pounds, and is 52 inches tall. The 
head measures 19%, inches at the circum- 
ference, 131% inches from frontal to occiput, 
and 12 inches from ear to ear. The I.Q. at 7 
years, 11 months of age was 43; at 9 years, 
10 months, 30. The boy is the third of three 
children, the other two being normal girls. 

Congenital oxycephaly alone is considered 
a relatively rare condition. The complete ox- 
yeehaly syndrome with associated deformi- 
ties is thought to be quite rare. This condi- 
tion differs from ocular hypertelorism 
especially in that it demonstrates increased 
intracranial pressure and syndactylism. 


Gargoylism 

The third condition for presentation is 
gargoylism. (lipochondrodystrophy). The il- 
lustrative patient is 22 years of age, weighs 
90 pounds; and is 61! inches tall. The head 
measures 20 inches at the circumference, 
13%, inches from frontal to occiput and 
13 inches from ear to ear. The I.Q. at the 
age of 6 years was 15, indicating a mental 
age of 1 year. At 21 years of age the I.Q. is 
8—indicating a mental age of 1 year. 

The patient presents a most grotesque fa- 
cial pattern. The head is large and quite 
distorted. The nose is quite flat with a 
markedly recessed bridge, a feature which, 
along with a protruding forehead, gives the 
eyes a most ghastly appearance. Corneal 
opacities are present bilaterally. The ears 
are placed quite low, and the right is lower 
than the left. They are of irregular shape. 
Deafness has been suspected. The mouth is 
large in keeping with a markedly displaced 
mandible anteriorly. The lips are large, and 
the palate is high. The neck is diminished, 
thereby placing the head almost squarely on 
the narrow shoulders. All four extremities 
are short. The feet are markedly deformed, 
with a pronounced clubbed appearance. The 
fingers and toes are thin and short. The left 
thumb possesses a very small auxiliary digit 
off its lateral aspect at the level of the nail, 
which also possesses a small! nail. The chest 
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is funnel-shaped, and there is a low thoracic 
kyphosis, giving the individual a somewhat 
dwarf-like skeleton. The abdomen is regu- 
larly above plane; the liver and spleen are 
readily palable, being firm and smooth. Sex- 
ual development is inadequate. It is said 
that there is usually progressive mental de- 
terioration through the years. Death most 
often ensues before adolescence. There is or- 
dinarily spleen and liver lipoid infiltration, 
as might be suggested by this patient’s he- 
pato-splenomegaly. Lipoid infiltration and 
degeneration of the central nervous system 
have also been reported. The bleod lipoids 
are usually normal. Marked pathologic fea- 
tures of the endocrine glands are for the 
most part not found. Roentgen studies of 
the long bones often demonstrate large epi- 
physes. Skull films usually show synostosis 
of the sagittal suture. Metabolic and blood 
studies have not been made. This patient 
has been considered unusual since only 56 
cases of the condition have been reported. 
He merits much additional study. 


Discussion 


Dr. Lenox D. Baker (Durham): As medical di- 
rector of the North Carolina Cerebral Hospital, I 
am deeply interested in this paper. We see a variety 
of malformations, both infectious and congenital 
in nature, and undoubtedly some fall into the cate- 
gories described by Dr. Lokey. Whether or not they 
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fit into one of his clear-cut syndromes, I do not 
know, but I am certain that we see what might be 
called border-line cases with such tendencies, 

As an orthopedist interested in the congenitally 
malformed child, I would like to point out a few 
observations that differ completely from what the 
literature has led us to believe. If you look at some 
of the reports on the study of cerebral palsied 
children in this country, you will read that about 
cent can be rehabilitated. In my opinion, 
that statement is far from true. I would say that 
the figures should be reversed—that perhaps 380 
per cent can be rehabilitated, while 70 cannot. The 


70 per 


majority simply do net measure up intellectually. 

A large proportion of our children have an in- 
telligence quotient of from 70 to 80; others mea- 
sure from 50 to 60, and a large group even lower 
than that. 

We need your help in the fight against cerebral 
palsy. It is a popular program in this country. 
People are raising money, building centers, con- 
ducting drives. Parents have been given false hopes 
with regard to their children. We need more studies 
—particularly better psychologic tests for classi- 
fying the patients intellectually. We should all 
work together in rehabilitating as many of these 
children as possible. Others we cannot rehabilitate. 

Dr. Lokey has presented some interesting cases. 
I would say, as an orthopedist, that if you dis- 
cover one deformity of a bony nature in child, it is 
wise to look for others. It is the dislocated hip or 
the club foot that may be watched for, along with 
other tendencies that we may encounter from time 
to time. 


Corneal Dystrophies 


Three Dominant Heredity Types 


in Piedmont North 


Carolina 


L. BYERLY HOLT, M.D. 


WINSTON-SALEM 


Corneal dystrophies are usually bilateral, 
have a more or less typical morphology, and 
are not vascular. They are hereditary, and 
usually originate in the axial region'’’, 
occur early in life, and often produce visual 
impairment. These characteristics are in 
contrast to degeneration, which occurs later 
in life, takes place near the periphery, varies 
in morophology, and may be unilateral or 
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Pinehurst, May, 1955. 
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bilateral and may be marked by vascularity. 

Three types of corneal dystrophy with a 
dominant hereditary strain have been found 
in Piedmont North Carolina. The first, the 
granular form (Groenouw’s Type I or crumb 
type) usually begins at about five years of 
age, when small dots and radial lines can 
be seen. Later, discrete white rings, arcs, 
garlands, disks, clubs, dots, and half-moon 
shapes develop in the axial center of the 
stroma of the cornea and extend to two- 
thirds the depth of the cornea. Corneal sen- 
sitivity may be normal or may be reduced, 
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REPORTED AFFECTED 
BUT NOT EKAMINEO 


AFFECTED ¢ EXAMINED 


Fig. 1. Grenouw’s dystrophy. 

Epithelial erosions may be seen, and the 
cornea may be irregular in older patients. 
Vision gradually diminishes after about 30 
years of age. There is no pain; the lesions 
do not extend to Descemet’s membrane or 
the periphery. Pathologically there is de- 
struction of the corneal lamella, with intra- 
lamella and extralamella deposits. 

Figure 1 shows the incidence of Greo- 
nouw’s dystrophy in the descendants of one 
person affected with the disease. About 21 
individuals have manifested the condition, 
or about half the members of the family, 
including both sexes. 

The second type of dominant corneal dys- 
trophy found is recurrent epithelial ero- 
sion (Fig, 2). It may develop at 4 to 6 years 
of age, with painful attacks in the morning, 
following trauma to the cornea, 

Type 3 is a rare hereditary form'*), About 
1753 a religious group called the Moravians, 
from Hornhut, Saxony, in East Germany, 
settled near Winston-Salem. Figure 3 shows 
the cases reported among the descendants 
of one of these settlers who had the disease. 
The family has not been prolific. Yet, of 
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Fig. 2. Reeurrent epithelial erosion. 


the 43 living descendants, about 20 are af- 
fected with the condition, ranging in age 
from 7 months to 70 years. Cases have been 
reported in eight generations. 


No pain has been reported with this con- 
dition. The surface epithelium is irregular, 
and takes a punctate fluorescein stain over 
the entire cornea. With diffuse illumination 
of the slit lamp, punctate gray opacities are 
seen. In regredient light the opacities appear 
as small to minute droplets. With focal il- 
lumination the opacities are found anterior 
to Bowman’s membrane. Between the haze 
and punctate opacities are fine, serpiginous 
grayish lines, sometimes forming whorls. 
With a narrow beam, the epithelial surface 
is found to be irregular. The small space 
between Bowman’s membrane and the sur- 
face is irregularly opaque and shows many 
round white dots. 

Beneath Bowman’s membrane the cornea 
is normal except for changes concurrent 
with the age of the patient. Descemet’s 
membrane is normal, smooth, and without 
folds. There is no edema of the endothelial 
cells, and no excrescences on Descemet’s 
membrane. 


From the preceding paragraphs it is seen 
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Fig. 3. Rare form of familial corneal dsytrophy. 
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that this type does not resemble Fuch’s en- 
dothelial and epithelial dystrophy, The 
visual acuity is lowered to about 20/40 to 
20/60 during the first decades of life, but 
impairment does not progress much until 
about 45 years of age. 

These cases may be compared with 34 
cases of dominant corneal dystrophy re- 
ported from the Holstein area of Germany 
by Meesman and Wilke. These authors de- 
scribe grayish spots in the epithelial layer 
and white opacities thought to be in Bow- 
man’s membrane. The youngest patient was 
3 years of age. The condition was steadily 
progressive and marked by episodes of irri- 
tation, especially in childhood. 

Even though these German patients may 
be relatives of our North Carolina patients, 
the alteration in Bowman’s membrane and 
the strom’, and the painful episodes found 
in their cases differ from our description. 
There is, however, great similarity between 
the Wilke, Pameijer, and Buerke types of 
the disease. 
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The form of epithelial dystrophy observed 
in North Carolina differs from all others 
previously described in the absence of 
changes in Bowman's membrane, From 
other dystrophies it is differentiated by the 
intactness of the stroma, Descemet’s mem- 
brane, and the endothelium. 


Summary and Conclusion 
Three types of domiant corneal dystrophy 
found in patients in Piedmont North Caro- 
lina have been described. Conservative treat- 
ment until vision is restored and the patient 
is ready for a corneal transplant'’’ is ree- 
ommended, 
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Fever Due To Quinidine 


Case Report and Review 


JOHN D. WALLACE, JR., 


M.D. 


WINSTON-SALEM, N. C. 


A number of undesirable reactions ar 
known to occur with the use of quinidine. 
One of the least common of these is fever, 
either alone or associated with other al- 
lergic manifestations. Fifteen cases have 
been reported in the literature since 1922''). 
The following report presents an additional 
case and a review of the literature to date. 


Case Report 

A 49 year old man was admitted to the 
hospital because of an acute posterior myo- 
‘ardial infarction. His past history was 
negative except for angina pectoris, and 
quinidine had not been administered pre- 
viously. 

Three weeks after admission the patient 
began to have frequent extrasystoles with 
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short runs of bigimini caused by 
ture ventricular beats. For this 
was started on quinidine, 0.2 Gm. given 
orally every four hours. The arrhythmia 
within 24 but the 

dosage was continued prophylactically, 


prema- 


reason he 


subsided hours, same 


After five days of therapy in which a 
total of 3.8 Gm. of quinidine was adminis- 
tered, the patient’s temperature spiked to 
105.2 F. He complained of weakness and 
nasal congestion; however, a physical ex- 
amination was normal, His pulse rate re- 
mained between 90 and 100 despite the high 
fever, Laboratory studies indicated a white 
cell count of 8,800, a sedimentation rate 
of 38 mm. per hour, negative febrile agglu- 
tinations and negative blood cultures. A 
urinalysis and throat culture were normal. 

The quinidine was immediately dis- 
continued, and the patient’s fever subsided 


— 
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in two days. He remained afebrile and felt 
well until his discharge two weeks later. 
Quinidine was suspected as the cause of 
his fever, but a test dose was not given to 
confirm the suspicion. 

The patient was readmitted to the hos- 
pital one month later because of dyspnea 
and _ palpitation. An_ electrocardiogram 
showed a normal sinus rhythm with multi- 
focal premature ventricular beats. Quini- 
dine, 0.2 Gm. given every four hours, was 
started, and after the third dose, his tem- 
perature rose to 103.8 F. The quinidine was 
stopped, and within 24 hours his tempera- 
ture had returned to normal. During the 
febrile episode, he complained of weakness, 
chilliness, diarrhea, and joint pain. A phys- 
ical examination was remarkable only in 
that the knees were slightly swollen and 
hot. 

Ten days later a test dose of 0.4 Gm. of 
quinidine was given and was followed by a 
rise in temperature to 103 degrees which 
dropped to normal in eight hours. Again 
joint pain was present. He was also given 
1 mg. of quinidine dissolved in sterile wa- 
ter intradermally. Within a few minutes 


this produced a 2 cm. area of erythema and 


induration which persisted for 36 hours. 

The patient’s arrhythmia was controlled 
by the use of procaine amide, and he was 
discharged from the hospital in good con- 
dition. 

Review 

In 1922 Levy‘ reported fever occur- 
ring as an “unpleasant symptom” in 2 pa- 
tients receiving quinidine, but he did not 
report their clinical course. Sturnick''") re- 
ported a case with fever following the use 
of quinidine in 1942 and proved the pres- 
ence of allergy to quinidine by the use of 
test doses with the prompt recurrence of 
fever. Twelve additional cases have been 
reported since 1950. 

All the patients were adults between the 
ages of 23 and 76 years. Only 1 patient 
gave a history of allergy. Two of the pa- 
tients were brothers, but they had no other 
family history of allergy. 

The time required for sensitization va- 
ried from 8 to 19 days, but generally was 
at least one week. A drug allergy was rec- 
ognized in 1 patient when a maculopapular 
rash and a temperature of 100.2 F. devel- 
oped after three days of quinidine therapy. 
The other patients showed initial spikes of 
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fever from 102 to 105 F. The total dose of 
quinidine before fever developed varied 
widely from 1.8 to more than 18 Gm. When 
the quinidine was stopped, the temperature 
generally returned to normal in 24 to 48 
hours, although 1 patient remained febrile 
for six days after stopping the drug. The 
presence of allergy to quinidine was proved 
in 13 of the cases by the prompt recurrence 
of fever with the administration of test 
doses of the drug. Five of the patients were 
given test doses of quinine, but none be- 
came febrile. 

Seven of the patients had a skin rash 
associated with the fever. This was usually 
maculopapular and pruritic. One patient 
developed thrombocytopenic purpura, and 
another had _ petechiae. Other symptoms 
commonly noted were malaise, chilliness, 
nausea, vomiting, diarrhea, and _ tinnitus. 
One patient had generalized aching, but the 
patient reported here was the only one who 
had joint pain with heat and swelling. Qui- 
nidine was continued in 1 patient for eight 
days with the persistence of fever but with- 
out other ill effects. In all cases where the 
leukocyte count was mentioned, it remained 
normal, but 2 patients had an elevated sed- 
imentation rate. 

Skin tests were done on 3 patients, in- 
cluding the one reported here. A scratch 
and a patch test were negative in one case. 
An intradermal test with 0.1 Gm. of quini- 
dine was positive in one case, but the patch 
test was negative. There was no report of 
an attempt to desensitize a patient to quini- 
dine, although its continued use would have 
been of value in several of the patients. 


Comment 


In all these cases the clinical course was 
typical of acquired drug allergy. A period 
of continuous or intermittent administra- 
tion was required to sensitize the patient 
before the sudden development of fever and 
other allergic manifestations. These sub- 
sided with the cessation of quinidine ther- 
apy, and the fever could be reproduced by 
the subsequent administration of small 
amounts of the drug. The first dose of quin- 
idine might produce the allergic manifesta- 
tions in an atopic individual who had a 
marked family history and a past history 
of allergy, but this situation has not been 
reported. The allergy to quinidine was 
highly specific, as indicated by the absence 
of fever or other symptoms with the ad- 
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ministration of quinine, the levo-isomer 
of quinidine. 

The allergic manifestations were similar 
to those of serum sickness — fever, skin 
rash, malaise and, in 1 case, joint pain. The 
association of skin rash with the fever 
should indicate the possibility of a drug 
allergy, but the occurrence of fever alone 
or with minimal symptoms presents a per- 
plexing diagnostic problem. Since quini- 
dine is usually used in patients with or- 
ganic heart disease, embolic phenomena, 
subacute bacterial endocarditis, or a recur- 
rence of rheumatic fever have to be consid- 
ered. However, a high fever with a rela- 
tively normal pulse rate and normal white 
cell count, as seen in this patient, is indica- 
tive of a drug fever. It is important to rec- 
ognize quinidine as the cause of fever in 
patients with severe heart disease, since pro- 
longed fever may precipitate congestive 
failure or make pre-existing failure’ un- 
responsive to treatment. 

Skin tests for allergy to drugs are gen- 
erally unreliable, as indicated by the few 
tests carried out in these patients. Intra- 
dermal and patch tests with drugs may 
cause a recurrence of the skin rash. The 
only practical means of proving the diag- 
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nosis is to give small doses of the drug. This 
was done in these patients without harm- 
ful effects. 

If the administration of quinidine is ex- 
tremely important, an attempt to desensi- 
tize the patient can be made. O’Malley'*’ 
has suggested several methods for desensi- 
tization to quinine which might be used. 
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ANNUAL MEETING 
The second meeting in the second cen- 


THE 


tury of the Medical Society of the State 
of North Carolina had the second highest 
member attendance (1,024 — the highest 
(1.208) being the Centennial Meeting in 
1954. It was, however, second to none in 
noteworthy features. A large number of 
A.M.A, representatives were in attendance, 
the many scientific exhibits and the audio- 
visual and postgraduate instruction courses 
were excellent, and the section meetings as 
well as the general sessions presented well 
balanced prograr’s. 

One of the Lest innovations was the in- 
auguration of the President-Elect at the 
Tuesday night President’s Dinner instead 
of the final General Session at 5 P.M. Wed- 
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nesday — when only a corporal’s guard is 
left to witness his installation. 


Although the House of Delegates did not 
meet until Monday, Sunday was anything 
but a day of rest for the members of the 
Executive Council and the members of the 
Committee on Constitution and By-Laws. 
Both were in session from 10 A.M. until 
about 6 P.M., with only enough time out 
for lunch. From 2 to 3 P.M. an audio-visual 
program and from 3 to 5 a postgraduate 
course in surgery were well attended. 


At 8 P.M. the annual memorial service 
was held for the members of the Society 
and the Auxiliary who died last year. Dr. 
Charles H. Pugh, chairman of the Com- 
mittee on Necrology, presided, and Rey. C. 
Excell Rozzell, D.D., of High Point Col- 
lege, delivered the address. The music was 
furnished by the Flora McDonald Glee 
Club. This service, as always, was impres- 
sive. 


On Wednesday the House of Delegates 
got an early start with a special meeting 
called at 10 A.M. in order to consider a by- 
law authorizing the Executive Council to 
change the time of the installation of the 
President-Elect. 


Much of the time of the House was taken 
by the report of the Committee on Consti- 
tution and By-Laws, which is summarized 
in another editorial. The other committee 
reports had been considered by the Execu- 
tive Council and sent in mimeographed 
form to every delegate, thus greatly expe- 
diting the work of the House. The pro- 
ceedings will, of course, be published in the 
Transactions number of the NORTH CARO- 
LINA MEDICAL JOURNAL. Dr. W. H. Kibler 
of Morganton was elected General Practi- 
tioner of the Year. 

There was surprisingly little controversy 
in the House of Delegates. A last - ditch 
stand was made by a few who are opposed 
to admitting non- white members to the 
scientific sessions, but the adoption of the 
By-Law creating the scientific membership 
was declared constitutional by Speaker of 
the House Westbrook Murphy and _ sus- 
tained by our attorney, Mr. John Ander- 
son. 

Among the high lights of the report was 
the announcement of the purchase by the 
Society of 51 acres of land on Route 70 
between Raleigh and Durham, between 10 
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and 11 miles from Raleigh. This is to be 
used for the construction of a_ building 
to serve as headquarters for the Society. 
Another high light was the announcement 
that on December 31, 1955, the member- 
ship of the Society had reached an all- 
time high of 3,004, 

On Tuesday morning the breakfast for 
Officers of the State and County Societies 
was well attended, and habitually late 
sleepers were repaid for rising earlier than 
usual by Dr. R. Wallace Teed’s excellent 
address on “Some Christian Responsibili- 
ties of Physicians.” 

Since the President-Elect was to be in- 
stalled in office at the Tuesday night din- 
ner, Dr. Rousseau gave his Presidential 
Address at the First General Session on 
Tuesday morning. It is the leading article 
in this issue, and deserves careful reading 
and rereading. The First Session was 
marked by a constellation of other good 
speakers: Dr. Elmer Hess, President of 
the American Medical Association; Dr. 
Warren W. Furey, President of the Amer- 
ican College of Radiology; Dr. David All- 
man, chairman of the A.M.A.’s Commit- 
tee on Legislation; Dr. Denton A. Cooley 
of Houston, Texas, and our own Westbrook 
Murphy. 

The Committee on Awards announced 
that Dr. A. Hughes Bryan of Chapel Hill 
had won the Moore County Award for his 
paper “Obesity and Public Health”; Dr. 
Dirk Verhoeff and William M. Peck of Me- 
Cain, the Cooper Memorial Award for their 
paper, “Trends in the Management of Tu- 
berculosis in Children”; and Dr. Cabell 
Young of Winston-Salem, the Wake Coun- 
ty Audio-visual Award for his presenta- 
tion, “Congenital Hip Disease.” 

The President’s Dinner on Tuesday night 
was the social high light of the meeting. 
Dr. Fred Garvey was toastmaster and, de- 
spite his declaration that he was not suited 
to the job and undertook it only because 
he could not refuse his good friend Dr. 
Rousseau, he made an excellent master of 
ceremonies. The most impressive part of 
this occasion came when Dr. Rousseau 
administered the oath of office to Dr. Donald 
Koonce. Dr. Koonce’s brief inaugural ad- 
dress will be somewhat expanded and pub- 
lished in the June issue of this JOURNAL. 

Following the dinner a thrilling exhibi- 
tion of ice-skating and an intriguing ex- 
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hibition of rapid drawing by the creator 
of Bugs Bunny was an interlude before the 
ball room floor was cleared for dancing un- 
til the wee sma’ hours. 

The Second General Session on Wednes- 
day morning was honored by a number of 
guest speakers: Dr, George Lull, from the 
A.M.A.; Dr. Ralph O, Rychener, chairman 
of the A.M.A. Section on Opthalmology; 
Dr. Robert Kehoe, from the University of 
Gincinnati; Dr. Wesley Bourne, of Me- 
Gill University in Montreal; and Dr, W. 
Edmond Chamberlain, of Temple Univer- 
sity, Philadelphia. 

In the usual conjoint session of the State 
Society and the Board of Health, Dr. Grady 
Dixon, president of the State Board of 
Health, introduced Dr. Lenox Baker, who 
succeeded Dr. Hubert Haywood when the 
latter resigned. Dr. Dixon also presented 
on behalf of the Board citations to Dr. 
Haywood for his long and faithful service 
as vice president of the Board of Health, 
and to Dr. Ernest Branch for his work as 
director of the Division of Oral Hygiene 
since 1929. Dr. J.W.R. Norton then gave 
his brief but comprehensive annual report. 


After the conjoint session, the new 
Board of Medical Examiners was elected, 
A precedent was broken when two mem- 
bers of the outgoing board—Drs. Combs and 
Doffermyre—were nominated and elected 
to the incoming board. The other five mem- 
bers elected were: Dr. John B. Anderson, 
Asheville; Dr. Thomas Baker, Charlotte; 
Dr. Ed Rasberry, Wilson; Dr. Thomas G. 
Thurston, Salisbury; and Dr. Carl V. Ty- 
ner, Leaksville. 


At the final 
Deleyates on 


House of 
afternoon, the 
Nominating Committee’s report was 
adopted unanimously. The president-elect 
is Dr. Edward W. Schoenheit of Asheville. 
Other officers are as follows: Dr. John 
Rhodes, Raleigh, first vice president; Dr. 
QO. Norris Smith, Greensboro, second vice 
president; Dr. G. Westbrook Murphy of 
Asheville, speaker of the House; Dr. Lenox 
saker, Durham, vice speaker of the House; 
Dr. William Bell, New Bern, vice councilor 
for the Second District, to succeed Dr. Sim- 
mons Patterson of New Bern who resigned. 


meeting of the 


Wednesday 


Dr. Schoenheit, by his long and faithful 


service a8 a member of the Society, has 


242 NORTH CAROLINA 
earned the honor given him, and both he 
and President Koonce may be expected to 
lead the Society in its steady upward prog- 


ress, 
& 


CHANGES IN THE CONSTITUTION 
AND BY-LAWS 

One of the hardest working committees 
of our State Society was the one on Con- 
stitution and By-Laws —especially _ its 
chairman, Dr. Roscoe McMillan, This com- 
mittee was in almost continuous session 
from 10 o'clock Sunday morning until the 
Wednesday afternoon session of the House 
of Delegates. Many sections of the Con- 
stitution and of the By-Laws were revised 
and some new ones added. 

Since all changes had to be accepted by 
the House of Delegates, the committee’s 
report took much of the time of each ses- 
sion of the House, The proposed changes 
were adopted with surprisingly little ob- 
jection. The revised edition of the Con- 
stitution and By-Laws will be published la- 
ter for the members of the Society, but 
the most important changes will be noted 
here. 


One proposed change in the Constitu- 
tion provides that, beginning in 1962, the 
terms of the Board of Medical Examiners 
shall be staggered, so that two or three 
new members shall be elected every two 


years. 

The term “members” 
“fellows” of the Society 
Constitution and By-Laws. 

Those who have paid dues to the Society 
for 30 consecutive years shall be designated 
“life members” instead of “honorary mem- 
bers,” and the term “honorary member” 
reserved for a selected few who have re- 
flected credit upon the profession. These 
“must be nominated by the Council and 
receive a two-thirds vote of the members 
of the House of Delegates present at the 
meeting at which their names are presented 
for election.” 

A scientific membership is established 
for “those physicians other than white who 
are admitted with the privilege of partic- 
ipating in the scientific and business ses- 
sion of the Society and of voting and hold- 
ing office. They shall pay annual dues and 
assessments fixed by the Executive Coun- 
cil, not to exceed the annual dues for Ac- 
tive Members.” 


is substituted for 
throughout the 
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An important addition provides that a 
general referendum may be ordered by a 
two-thirds vote of the House of Delegates 
or of the General Session of the Society— 
the question to be submitted by mail to 
all members of the Society. 


These changes in the Constitution were 
all approved by the House of Delegates, 
but will have to wait for final ratification 
until the 1957 session. 


Since an amendment to the By-Laws 
may be adopted when one day has elapsed 
after its presentation, a number of changes 
were adopted and are now effective. One 
of the most important provides that the 
Nominating Committee shall make its re- 
port to the first session of the House of 
Delegates, instead of the final one, This 
insures consideration of the report by a 
full House, and should eliminate much of 
the “‘politicking’’ that usually goes on dur- 
ing the whole meeting of the Society. 


A new section defined in some detail the 
status of the Executive Secretary. A sec- 
tion on the Executive Council provided 
that the chairmen of the Committees on 
Legislation and on the Constitution and 
By-Laws, the State Health Officer, and the 
editor of the NORTH CAROLINA MEDICAL 
JOURNAL shall be ex - officio, non - voting 
members of the council. 


Another paragraph was added to the 
Section on the Grievance Committee, stat- 
ing that no member of that committee or 
any member of the Executive Council or 
any representative of the Society shall be 
held responsible for any statement made in 
his official duty in connection with any 
action of the Grievance Committee. 

Finally, two changes were made in the 
Chapter on the Scientific Section of the 
Society. The words “and Surgery” were 
omitted from the “Section on General Prac- 
tice of Medicine and Surgery,” and the “Sec- 
tion on Practice of Medicine’’ was changed 
to the “Section on Internal Medicine.” 


At the final session of the House of Dele- 
gates Dr. W. M. Coppridge offered an 
amendment to Chapter V, Section 2 of the 
By-Laws, to provide that no member of the 
Nominating Committee should serve more 
than two years in succession, that a new 
chairman should be elected every year, and 
that the committee should submit a confi- 
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dential report to the President two weeks 
before the Annual Meeting of the Society. 
This amendment, however, could not be 
acted upon before the next meeting of the 
Society. 
EDITORIAL NOTES 
Numerous tributes, both public and pri- 
vate, were paid Dr. J. P. Rousseau for his 
untiring and conscientious devotion to the 
duties of his office. In presenting him to 
the House of Delegates for his report, 
Speaker Westbrook Murphy said that he 
was the best president the Society has had 
within his memory. Another speaker called 
him a medical statesman, and said that no 
man ever gave himself more freely to the 
cause of medicine. Still another said that 
he would go down in history as one of our 
greatest presidents. Similar expressions 
were heard repeatedly during the meeting. 
Dr. Rousseau, with characteristic modesty, 
gave credit for the achievements of the 
past year to the officers, the Executive 
Council, and members of the Society. 
* 
One of the high hehts of the whele meet- 
ing was Dr. Westbrook Murphy's address, 
“A Small Leak Will Sink a Great Ship,” 
given by special invitation before the First 
General Session. Dr. George Lull asked that 
250 reprints be sent him for use by the 
A.M.A. Dr. Elmer Hess began his off-the- 
cuff remarks by praising it, and saying that 
he was going to give us some Murphy- 
ism. Dr. David Allman said that his ad- 
dress, “Medicine in a Changing World,” 
was the concluding chapter in Dr. Mur- 
phy’s book. 
The recommendation to stagger the term 
of the Board of Medical Examiners met 
with general approval. Since the Consti- 
tution could not be changed in time to make 
it apply to the new board, two members 
of the old board offered themselves as Dr. 
Murphy expressed it, ‘as sacrificial lambs’”’ 
—with the understanding that they would 
resign in two years, when the other mem- 
bers of the incoming board would have 
profited by their experience. The willing- 
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ness of these men to make a real sacrifice, 
and of the Society members to obey the 
spirit rather than the letter of the law, 
speaks well for the forward-looking spirit 
of the Society. 

An innovation this year was the presen- 
tation of a green ribbon to every past pres- 
ident at the meeting before the President's 
Dinner. This was to be worn diagonally 
across the shirt front, and added color to 
the occasion. 

The Nominating Committee recommend- 
ed that next year’s meeting be held in 
Pinehurst, “if expedient”; if not, in Ashe- 
ville. Now that the county societies are 
free to admit Negro physicians to the 
newly created scientific membership, it is 
almost certain that some will be taken into 
membership and will want to attend next 
year’s meeting. Since the management of 
the Carolina Hotel has shown no signs of 
allowing non-white physicians to come into 
the hotel, it is probable that the 1957 meet- 
ing will be held in Asheville. Except for 
the location, Asheville would be an excel- 
lent choice, since it has adequate hotel fa- 
cilities and a suitable auditorium, 

Miss Shirley Wiles, the very attractive 
young lady who won the high school essay 
contest on the private practice of medicine, 
read her winning essay at the end of the 
First General Session on Tuesday morning. 
It is unfortunate that the program had run 
so far over time that only a small num- 
ber was left to hear the essay. It is ex- 
pected that this will be published in a fu- 
ture issue of the NORTH CAROLINA MEDICAL 
JOURNAL, 

Dr. Donald Koonce, after his installation 
as president, said that he admitted to a 
feeling of peculiar gratification on attain- 
ing the office. His wife’s father, Dr. Ed- 
ward Jenner Wood, and her grandfather, 
Dr. Thomas Fanning Wood, had each been 
president of the State Medical Society, and 
she rather frequently reminded him of the 
fact. Now if she brought up the subject, 
he could look at her with some complacency 
and say, “So what?’’ 


Be 
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Committees and Organizations 


PUBLIC RELATIONS COMMITTEE 
NICE THINGS DO HAPPEN* 


While en route home from an A.M.A. Public 
Relations Conference in Chicago your Executive 
Secretary stopped Hendersonville, 
North Carolina and experienced one of those ever 
happening, never written about events that go 
on in the medical world day after day. 

After an afternoon of golf in the cool mountain 
air and a pleasant evening with friends our sub- 
ject awoke about 1:00 a.m. suffering a mild at- 
tack of asthma which grew steadily worse. Finally 
the services of the local hospital were sought. The 
nurse on duty phoned one of Hendersonville’s visi- 
tor-conscious physicians, breaking into his sleep 
about 1:30 a.m. and asked for permission to ad- 
minister as indicated. 

After a brief conversation involving the usual 
questions and answers the doctor ordered medi- 
cation for immediate relief and told the nurse to 
have our subject “come by the office the next day 
for a prescription.” (Here the story began to sound 
like some related to the DCMA Board of Censors 
by a few of our visitors.) 

The next day when the “victim” called at the 
doctor’s office he identified himself only by name 
and stated his mission and plight. The nurse ob- 
tained the proper prescription and handed _ it 
across the counter with a very pleasant comment 
about how such things could spoil a trip. Her smile 
and general attitude were all that could be desired 
in a doctor's office, 

When the charge for services rendered was ask- 
ed for, accompanied by the statement, “I want 
to pay cash as I am only a visitor,” the answer 
received was, “Oh, there will be no charge, the 
doctor hopes you enjoy your visit to Henderson- 
ville.” (Here the story sounds nothing like com- 
plaints to DCMA. Very seldom does anyone write 
us about the pleasant things that happen in a 
member's office.) Well, even though we opened 
by saying this was one of those ever happening 
events, we meant by category only. Here is a 
community-conseious physician who spent about 
three minutes total with a visitor’s problem and 
did more to cement good relations for Henderson- 
ville than the Chamber of Commerce can do in 
a year. He also did a swell job for medicine, for 
our executive secretary hears so many stories 
which end in the opposite manner that this sort 
of event rejuvenated his already enthused interest 
in our behalf. 

As he left the office Mr. Lee thanked the doc- 
tor, through his secretary, and then—and only 


recently in 


*Keprinted from the Bulletin of Dade County Medical 


Association, Miami, Florida, December, 1955, 
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then—identified himself with medicine by pre- 
senting his calling card. He also offered his ser- 
vices to the doctors in the office if and when 
they come to Miami but stipulated that Orange 
Bowl tickets were not included. 

We would probably be amazed at how many 
of our members are equally as considerate each 
day yet we seldom hear of these deeds. 


CORRESPONDENCE 


To the Editor: 
Dear Dr. Johnson: 

Dr. Davies McLelland of Mooresville died re- 
cently, and although you will probably be getting 
a notice from our society, I want to add something 
personal to this accolade. 

I was associated with him rather closely for 35 
years, living in the same county and following 
the same branch of our profession. Besides being 
attracted to him because of his personality, we 
often found ourselves side by side in the same en- 
deavor. I never knew a man with less conceit 
and deceit in his heart than Davies. In his intense 
desire to see that the other fellow always had 
any shadow of a doubt in his favor in any prob- 
lem, he often did himself harm. It gives me great 
pleasure to say something regarding this man. 
He was truly a gentleman and a scholar and a 
credit to our profession. 


Sincerely yours, 
T. V. Goode, M.D. 
Statesville 
* ae 
To the Editor: 

I am attaching herewith for your information 
a carbon copy of a letter addressed today to Dr. 
James P. Rousseau, president of the North Caro- 
lina Medical Society. 

The National Foundation is indeed grateful to 
the physicians of North Carolina for their co- 
operation in the conduct of the 1955 vaecine dem- 
onstration program, 

With Dr, Rousseau’s consent, you may feel free 
to publish this letter in your journal. 

With continuing thanks for the efforts of your 
publication to keep the physicians of your state 
informed on the subject of poliomyelitis, 

Hart E. Van Riper, M.D. 
Medical Director 
National Foundation for 
Infantile Paralysis 


Dear Doctor Rousseau: 

May I take this opportunity, on the occasion 
of the annual meeting of the Medical Society of 
the State of North Carolina to express thanks 
from the National Foundation for Infantile Para- 
lysis to the society as a whole and to its individual 
members for their excellent cooperation with the 
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State Health Department and the National Found- 
ation in the successful conduct of the poliomyelit- 
is vaccine demonstration program in North Caro- 
lina during 1955. 

The chief beneficiaries of this program, of 
course, were the North Carolina school children, 
mainly in the first and second grades, who re- 
ceived one or more injections of vaccine supplied 
by the National Foundation during the year 1955. 
A total of 391,476 cc. of vaccine was supplied. 

You may be interested to know that, thanks to 
your help, 223,136 North Carolina children re- 
ceived at least one inoculation; 136,871 received 
two inoculations; and 2,254 received a third (boost- 
er) inoculation with this vaccine up to October 
10, 1955. 

Approximately 49 per cent of the North Caro- 
lina children in the 5-9 age group, the age group 
most susceptible to paralytic poliomyelitis, thus 
obtained a high degree of protection against the 
disease in 1955 as a result of this program. 

The cooperation of the Medical Society of the 
State of North Carolina helped materially to ac- 
count for this fine record. 

While this is a formal expression of gratitude 
for your help, the real expression must come from 
the parents of those many children in North Caro- 
lina who feel free from the threat of paralytic 
poliomyelitis in their families now that the 1956 
poliomyelitis season is at hand. 

Very cordially yours, 

Hart E. Van Riper, M.D. 
Medical Director 

The National Foundation for 
Infantile Paralysis 


Rehabilitation Pays Off 

New techniques and developments in rehabilitat- 
ing the physically handicapped promise a dramatic 
solution to the now growing problem of economic 
and human loss resulting from the prolonged dis- 
ability of injured workers, Mr. Scott Allan, super- 
visor of Medical Service for the Liberty Mutual 
Insurance Company, said recently in a speech pre- 
sented before the University of Tennessee College 
of Law Medico-Legal Institute. 

Citing the recent experiences of his own com- 
pany’s rehabilitation centers in Chicago and Bos- 
ton, Mr. Allan said that of 3,616 serious cases, 
many paralegic, 85 per cent were substantially 
improved and of these 82.1 per cent actually re- 
turned to work. In addition, a recent study of 66 
cases, Mr. Allan said, shows a net savings in 
medical and indemnity costs resulting from their 
rehabilitation of over $2,452,000. 

Mr. Allan had high praise for the Veterans Ad- 
ministration’s rehabilitation program but said that 
civilian services have lagged far behind, with many 
doctors and hospitals unaware of just what can be 
accomplished in this field. 
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COMING MEETINGS 

Annual Hospital Food Service Institute—North 
Carolina State College, Raleigh, June 13-15. 

Duke University Postgraduate Course in Med- 
icine—Duke Hospital, Durham, June 18-21, 

Third National Cancer Conference, sponsored by 
the American Cancer Society and the National 
Cancer Institute of the Publie Health Service— 
Detroit, June 4-6, 

American College of Chest Physicians, Twenty- 
Second Annual Meeting—Hotel Sherman, Chicago, 
June 6-10, 

American Medical Association, One Hundred 
Fifth Annual Meeting—Chicago, June 6-10, 

Postgraduate Course in Otorhinology—Mount 
Sinai Hospital, New York City, July 14-28. 

American Congress of Physical Medicine and 
Rehabilitation, Thirty-Fourth Annual Scientific and 
Clinical Session—The Ambassador, Atlantic City, 
New Jersey, September 10-14. 

Postgraduate Medical School of New York Uni- 
versity — Bellevue Medical Center, Eight-Week 
Course in Occupational Medicine—New York City, 
September 10-November 2. 


DUKE UNIVERSITY POSTGRADUATE COURSE 

The Duke University School of Medicine will 
hold its annual June postgraduate course at Duke 
Hospital June 18, 19, 20, and 21. The emphasis 
this year will be on diagnostic criteria rather 
than on any particular disease. 

All meetings will originate in Room 2031, Duke 
Hospital, and rooms will be available in the 
University graduate dormitories. Meals may be 
obtained in the Graduate Dormitory or in the 
Oak Room in the University Union. 

All participants of the course will be guests of 
the faculty of the Medical School at an informal 
dinner on the evening of June 20. 

Ward rounds or a visit to the clinics are avail- 
able on each afternoon. More interesting rounds 
can be prepared if the participants will indicate 
their preference in advance. 

Twenty-eight hours of formal instruction is of- 
fered during the four-day period, and certificates 
of attendance will be provided. 

Address inquiries to the Director of Postgradu- 
ate Education, Box 3088, Duke Hospital, Durham. 
The registration fee is $265. 

The program follows: 

Monday, June 18 

8:30 A.M. Registration, Room No. 2031 

9:00 A.M. Practical Suggestions for Neurologic 
Diagnosis, Dr. C. Charles Kunkle, 
Professor of Neurology 
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10:00 A.M, 


11:00 A.M. 


Noon 
P.M. 
P.M, 


12:00 
2:00 
7:30 


A.M. 


2:00 Noon 
2:20 PM 
:30 P.M. 


:00 A.M. 


10:00 A.M, 


11:00 A.M, 


12:00 Noon 


2:00 P.M, 
6:30 P.M. 


9:00 A.M, 


10:00 A.M, 
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The Recognition and Management of 
Emotional Problems, Dr. Leslie B. 
Hohman, Professor of Psychiatry 
Practical Suggestions for Ophthal- 
mologiec Diagnosis, Dr. W. Banks An- 
derson, Professor of Ophthalmology 
Lunch 
Ward Rounds or Visit to the Clinics 
Round Table Discussion: Subject: 
The Diagnosis and Treatment of 
Arthritis—Dr. Elbert L. Persons, 
Associate Professor of Medicine, 
Leader; Drs. George W. Baylin, Pro- 
fessor of Radiology, and J. Leonard 
Goldner, Professor of Orthopedic 
Surgery 

Tuesday, June 19 
Suggestions for Diagnosis of Liver 
Disease, Dr. Malcolm Tyor, Associate 
in Medicine 
Suggestions for Gynecologic Diag- 
nosis, Dr. Bayard Carter and Roy 
Parker, Professor and Assistant Pro- 
fessor of Obstetrics and Gynecology 
Recognition and Treatment of Com- 
mon Poisons, Dr. Jay M. Arena, As- 
sociate Professor of Pediatrics 
Lunch 
Ward or Visit to the Clinics 
Round Table Discussion: Subtect: 
Laboratory Procedures in Endocrine 
Disturbances—Dr. William M. Nichol- 
son, Professor of Medicine, Leader; 
Drs. Frank L. Engel and Harry T. 
McPherson, Associate Professor and 
Associate in Medicine 

Wednesday, June 20 
Suggestions for the Examination of 
the Rectum and Sigmoid, Dr, Clar- 
ence E. Gardner, Professor of Sur- 
gery 
Practical Suggestions for Urologic 
Diagnosis, Dr. Alexander W. Boone, 
Assistant Professor of Urology 
An Evaluation of the Present Ther- 
apy in Pulmonary Tuberculosis, Dr. 
David T. Smith, Associate Professor 
of Medicine and James B. Duke, Pro- 
fessor of Bacteriology 
Lunch 
Ward Rounds or Visit to the Clinic 
Turnage’s Barbecue, Guest of the 
Medical School 

Thursday, June 21 
A Diseussion of the New and Po- 
tentially Dangerous Drugs. Dr. James 
P. Hendrix, Associate Professor of 
Medicine 
The Significance and the Practical 
Management of Hypertension, Dr. 
Edward 8S. Orgain, Professor of Med- 
icine 


Rounds 


MEDICAL JOURNAL 


May, 156 


11:00 A.M. The Role of Diet in Arterioscleros- 
is, Dr. Henry D. McIntosh, Associate 
in Medicine 

12:00 Noon Lunch 

2:00 P.M. Ward Rounds or Visit to the Clinics 


NEWS NOTES FROM THE 

DUKE UNIVERSITY SCHOOL OF MEDICINE 

Duke University Medical School has recently 
been awarded a $21,982 Lederle Medical Faculty 
Award for Dr. John R. Overman, virus expert. 

Dr. Overman, currently a physician at the Rock- 
efeller Institute for Medical Research, New York 
City, will join the Duke faculty on July 1 as 
associate professor of bacteriology. The three- 
year grant will take effect at that time. 

He is one of 16 outstanding medical school 
teachers and researchers to receive 1956 American 
Cyanamid Company’s Lederle Medical Faculty 
Awards. The basic purpose of the grants is to 
help assure schools and universities adequate funds 
to maintain promising medical men in teaching and 
research posts. 

Before joining the Rockefeller Institute in 1954, 
Dr. Overman served two years as a member of the 
Laboratory of Infectious Diseases, National In- 
stitutes of Health, Bethesda, Maryland. 

The Duke Hospital Poison Control Center has 
been selected to use the new barbiturate antago- 
nists [Megamide (B-ethyl-B-methglutarimide) and 
Daptazole (2:4-diamino-5-phenylthiozole hydrochlo- 
ride)] for acute or chronic barbiturate poisoning. 
These drugs have also been found to be very ef- 
fective in the treatment and/or prevention of mor- 
phine intoxication. Please write the Poison Control 
Center for information. Complete records must be 
kept as required by the Food and Drug Adminis- 
tration. 

Seemingly miraculous recoveries from athletic 
injuries just aren’t so, Dr. Lenox D. Baker, Duke 
orthopedic surgeon, declared at the recent meet- 
ing of the North Carolina State Medical Society in 
Pinehurst. Apparent miracles in relatively minor 
injuries are due to early adequate treatment, he 
said. 

Dr, Baker has served as trainer and physician 
for athletic teams for 30 years, 


” 


A whole new field of anesthesia was opened up 
with a report on a new drug, viadril, made by 
a team of Duke University anesthesiologists to the 
Southern Society of Anesthesiologists meeting in 
Augusta, Georgia, recently. 

The new drug leaves most patients with vir- 
tually no recollection of having been asleep, Dr. 
C. Ronald Stephen, chief of Duke’s anesthesiology 
division, declared, 

Viadril is primarily a hypnotic drug which pro- 


| 

9:00 A.M. 

10:00 A.M, 

100 


May, 1956 


duces insensibility to pain by the depth of hyp- 
nosis it produces. In doing so, it also produces more 
muscle relaxation than most anesthetic drugs, and 


causes less postoperative illness such as nausea 
and vomiting, he said. 
A simple new radiosotope test for intestinal 


disorders, which also aids in diagnosis of cancer 
of the pancreas, has been reported by a Duke 
University research team consisting of Dr. George 
J. Baylin, radiologist; Aaron P. Sanders, director 
of the Duke radioisotope laboratory; Dr. William 
W. Shingleton, surgeon; and Dr. Julian M. Ruffin, 
internist. 

Dr. Shingleton told the American Surgical So- 
ciety, at White Sulphur Springs, West Virginia 
in April, that the test may point the way to 
further diagnostic tools and even new treatments 
for intestinal disorders, particularly for patients 
who remain underweight following operations for 
stomach ulcers. 


Dean W. C. Davison of the Duke University 
Medical School is one of three American physi- 


cians who served as honorary consultants for an 
inspection tour of Navy medical research in Cairo, 
Egypt, April 2-10. 

In addition to the inspection tour, the three 
doctors addressed the Sixth Middle East Medical 
Assembly at Beirut, Lebenon, involving some 600 
physicians from throughout the Arab League 
countries. 


NEWS NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 
The members of the faculty and student body 
conducted a very successful program for Medical 
Education Week, April 22-28, highlighted by a 
tour of the facilities of the School of Medicine, 


a tt 


Dr. Jacques Gray of Park Davis and Company 
will speak to the students of medicine, members of 
the intern and resident staff, and members of the 
faculty on May 9 on “Medical Writing.” 


Dr, Paul D. White of Boston will deliver the 
commencement address to the fourteenth gradu- 
ating class of The Bowman Gray School of Medi- 
cine of Wake Forest College on June 10, 1956. 
The exercises will be the first formal program 
scheduled for Wait Chapel on the new Wake For- 
est College campus in Winston-Salem. 


* 


Dr. Robert R. J. Strobos, assistant professor of 
neurology, attended the Symposium on _ Brain 


Stimulation which was held at the University of 
Houston on April 26-28. 
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Dr. Howard H. Bradshaw, professor and direct 
or of the Department of Surgery, represented the 
committee on trauma of the American College of 
Surgeons at President Eisenhower's Committee on 
Traffic Safety held at Miami Beach on May 14-15. 

* 

At the annual meeting of the Medical Society 
of the State of North Carolina April 29-May 2, 
Dr. Cabell professor of or- 
thopedic surgery, was presented the Gaston Coun- 
ty Medical Society Award for his 
presentation. 


Young, Jr., assistant 
audio-visual 


NEWS NOTES FROM THE 
UNIVERSITY OF NORTH (CAROLINA 
SCHOOL OF MEDICINE 


Change in the organizational of the 
Division of Health Affairs at the University was 
announced on Menday, April 23, by Chancellor 
Robert B. with approval of the Health 
Affairs Committee of the Board of Trustees. 
Chairman of the committee is Victor S. Bryant of 
Durham, 


structure 


House, 


Memorial Hospital is to be 
administrative jurisdiction of the 
School of Medicine. 

Other actions which do not affect the 
mental administrative structure of the 
Affairs Division inelude 
agent to be responsible to the business manager 
of the University, and authorization of a code to 
guide the structure, function, and policies of the 
division. The action taken is subject to approval of 
the Board of Trustees. 

No changes were made in the personnel head- 
ing the six-fold Health Center, which includes the 
School of Medicine, School of Pharmacy, School 
of Public Health, School of Dentistry, and School 
of Nursing. 

The director of the hospital will be a department 
head in the School of Medicine. The change is 
scheduled to become effective between July 1, 
1956, and July 1, 1957. 

Director of the Division of Health Affairs is 
Dr, Henry T. Clark, Jr. Dr. W. Reece Berryhill is 
dean of the School of Medicine and Dr. Robert 
R. Cadmus is director of the hospital, 

Chiefs of the other schools are Dr. FE. A. Brecht, 
dean of the School of Pharmacy; Dr. EF. G. Me- 
Gavran, dean of the School of Public Health; Di 
John C. Brauer, dean of the School of Dentistry, 
and Miss Elizabeth L. Kemble, dean of the School 
of Nursing. 


placed under the 
dean of the 


funda- 
Health 


employment of a_ fiscal 


Whitaker was named 
of North 
founda- 
who re- 
State 


of Kinston 
Foundation 


Dr. Paul F. 
president of the Medical 
Carolina at the annual meeting of the 
tion, replacing Major L. P. McLendon 
signed because of his appointment to the 


Board of Higher Education, A resolution honoring 


\ 
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Major McLendon which was prepared by a com- 
mittee with W. Frank Taylor of Goldsboro as 
chairman was read by Dr. George L. Carrington 
of Burlington. 


Dr. Whitaker, who 
ciate professor of medicine at the University of 
North Carolina School of Medicine holds an M.D. 
degree from the Medical College of Virginia and 
an LL.D. from the University of North Carolina, 
Dr. Whitaker served as a member of the faculty 
of the Medical College of Virginia in 1923-1924 
and Wake Forest College School of Medicine from 
1938 to 1941, and served as visiting professor of 
medicine, Bowman Gray School of Medicine in 
1946. He is a former president of the Seaboard 
Medical Association and the Medical Society of 
the State of North Carolina and a former vice 
president of the American College of Physicians. 

Other officers elected were: vice presidents, J. C. 
Cowan, Jr., Greensboro, Henry Foscue, High Point, 
George Watts Hill, Durham, Howard Holderness, 
Greensboro, Adam T. Thorp, M.D., Rocky Mount; 
secretary, Shahane R. Taylor, M.D., Greensboro; 
treasurer, William M. Coppridge, M.D., Durham; 
assistant treasurer, C. E. Teague, Chapel Hill; 
director, Charles M. Shaffer, Chapel Hill; assistant 
director, Emory 8. Hunt, Chapel Hill, 

Named to the executive committee were the 
following: Bascom Baynes, Durham; Paul B. Bis- 


presently is clinical asso- 


sette, Sr., Wilson; Harry L, Brockman, M.D., High 


Point; George L. Carrington, M.D., Burlington; 
William M. Coppridge, M.D., Durham; J. C. Cow- 
an, Jr., Greensboro; Henry Foscue, High Point; 
George Watts Hill, Durham; Howard Holderness, 
Greensboro; J. Ed Millis, High Point; Roy B. Me- 
Knight, M.D., Charlotte; L. P. McLendon, Greens- 
boro; Ralph C. Price, Greensboro; Shahane R. 
Taylor, M.D., Greensboro; W. Frank Taylor, Golds- 
boro; Adam T. Thorp, M.D., Rocky Mount; and 
Paul F. Whitaker, M.D., Kinston. 

A book entitled “The Practice of Psychiatry In 
General Hospitals,” co-authored by Dr. Eugene 
A. Hargrove, assistant professor of psychiatry of 
the University of North Carolina School of Medi- 
cine, has just been released by the University of 
California Press, Other authors are Dr. A. E. 
Bennett, associate clinical professor of psychiatry, 
University of California Medical School, and Ber- 
nice Engel, research associate, California Depart- 
ment of Mental Hygiene. 

The volume answers many of the questions 
which must be considered in setting up psychiatric 
units in general hospitals, and will be of funda- 
mental importance to anyone concerned with pro- 
gressive hospital practice. 

Dr. Hargrove was formerly clinical instructor 
in psychiatry, University of California School of 
Medicine, 
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Distinguished service awards were made re- 
cently to five prominent members of the Tar 
Hee] medical profession at the final session of the 
University of North Carolina Medical School 
Alumni meeting. None of the ones honored are 
alumni of University of North Carolina. 

The doctors honored in citatiors read by Chan- 
cellor Robert B. House are: 

Dr. J. Street Brewer of Roseboro, a graduate of 
Jefferson Medical College in Philadelphia, and 
before that of Wake Forest Medical School, and 
a member of the North Carolina Medical Care 
Commission since 1947. 

Dr. James B. Bullitt, retired professor of path- 
ology at the University of North Carolina, who 
taught at Chapel Hill from 1913 to 1947. 

Dr. G. Grady Dixon of Ayden who was gradu- 
ated from the Medical College of Virginia in 
1915, former president of the State Board of 
Health. 

Dr. John Stuart Gaul of Charlotte, chief of 
Orthopedic Service at Presbyterian Hospital, 
graduate in 1913 of the Medical Chirurgical Col- 
lege in Philadelphia, Dr. Gaul is a pioneer in 
establishing clinics for crippled children. 

Dr. Hamilton McKay of Charlotte, is a gradu- 
ate of Jefferson Medical College in Philadelphia, 
a pioneer urologist of Charlotte, and a_ leader 
in the state’s Good Health Program. 

Dr. Daniel A. Martin, fellow in the Department 
of Medicine, was recently granted a United Medi- 
cal Research Foundation grant in the amount of 
$285 for continuation of a study concerning ven- 
ous pressure changes in congestive failure. 

* * 

Dr. James C. Andrews, prefessor and head of 
the Department of Biochemistry and Nutrition has 
received from the National Institutes of Health 
notice of the renewal, for an additional year, of 
his research grant for a study of metabolic ab- 
normalities resulting in calcium oxalate calculi. 
The total amount of this grant for the ensuing 
year is $6,325. Dr. Claude L. Yarbro, instructor 
in biochemistry, has been a research associate and 
an active contributor to this program. 

* 

The United States Public Health Service has 
renewed its annual grant of $10,390 to Dr. John 
Borden Graham, associate professor, Department 
of Pathology, for the fourth year of his research 
project on hemorrhagic diseases. 

Dr. Graham is giving particular attention to 
the hemophiliac who becomes resistant to trans- 
fusion by developing antibodies against treatment. 
He is seeking to determine the specific role of 
inhibitors in hemophilia. This may lead to valu- 
able discoveries for the treatment of those pa- 
tients who tend to bleed excessively in injury, sur- 
gery, pregnancy, or under other conditions. 


; 
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The Army Medical Service has renewed its re- 
search grant to Dr. George D. Penick, assistant 
professor, Department of Pathology, for his in- 
vestigations on “Systemic Responses of the Blood 
Clotting Mechanism to Tissue Necrosis.” 

This is the second year of Dr. Penick’s studies 
in what may happen to the ability of the blood 
to clot when tissue dies from injury or infection. 
It is hoped that such study may produce medical 
knowledge of significant clinical application in 
the treatment of many types of wounds, infec- 
tions, and other conditions. Amount of the grant 
is $9,106. 


The annual initiation of new members into 
Alpha Omega Alpha, college medical honor so- 
ciety, was held recently at the University of 
North Carolina, with six senior medical students 
and three juniors taken into membership. 
Initiated were Richard A. Boyd, Statesville; 
Lee A. Clark, Jr., Everetts; Laurence E. Earley, 


Ahoskie; Alexander F. Goley, Graham; John L. 
Hazelhurst, Henderson; William W. McLendon, 
Greensboro; Harold J. Bradley, Jr., Greensboro; 


Stephen T. Gupton, Jr., Rocky Mount; and Robert 
T. Whitlock, Mount Airy. 

AOA President William R. Harris of Henderson 
presided at the banquet and initiation ceremonies 
held at the Carolina Inn. Other officers are Wade 
M. Brannan, Jr., Dunn, vice president; Adam T. 
Thorp, Jr., Rocky Mount, treasurer; and Dr. A. T. 
Miller, Jr. of the University of North Carolina 
Physiology Department, secretary. 

The annual AOA lecture was held following the 
dinner, with Dr. John C, Snyder, Harvard Public 
Health School dean, as guest speaker. 

% 


Dr. Issac Taylor, University of North Carolina 
professor of medicine who is with the Byrd Ant- 
arctic Expedition, has set us his dispensary near 
the South Pole and is caring for the medical needs 
of some 60 explorers. 

Dr. Taylor is the medical “freeze” expert on 
“Operation Deepfreeze.” He has made a study of 
frostbites and a much larger study of the effects 
of high and low temperatures on human tissue. 


NORTH CAROLINA HEART ASSOCIATION 


Major strides toward control of high 
pressure have been made in recent years, notably 
in the field of drugs, as a result of heart research, 
the North Carolina Heart Association has re- 
p sted. One of the projects in this state supported 
by the American Heart Association, with which 
the North Carolina Heart Association is affiliated, 
is being conducted at the Bowman Gray School 
of Medicine of Wake Forest College in Winston- 
There, Dr. Harold D. Green and his as- 
causes and control of 


blood 


Salem. 


sociates are studying the 
high 


blood pressure. 
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NORTH CAROLINA STATE BOARD OF 
PUBLIC WELFARE 

Psychological services are being provided to 
citizens throughout North Carolina by the State 
Board of Public Welfare in cooperation with the 
county departments of public welfare, During the 
past fiscal year 2,718 psychological interviews 
were given by the state staff of psychologists in 
the division of Referrals 
were from 98 of the state’s 100 counties. 

Many different kinds of 
psychological clinics set up in the 
needed, Infants are examined as early as three 
months of age to help determine their suitability 
for adoption. Children who are believed to be men- 
tally deficient are referred to a psychologist. Oth- 
er cases involve children with serious reading or 
speech difficulties. Some children are emotionally 
disturbed, and the these are re- 
ferred by the psychologist to a psychiatric clinic. 
Appropriate cases are reviewed by the psycholo- 
gists with the part--time psychiatrist employed 
by the State Board of Public Welfare. Some psy- 
chological examinations are made as a part of 
the fulfillment of requirements for admission to a 
child-caring institution, foster home, 
training school, or institution for defectives. 


psychological services. 


at the 
counties as 


esses are secn 


most serious of 


boarding 


Adult cases most frequently handled are those 
judged by the county department of public wel- 
fare as likely to be eligible for consideration for 
aid to the permanently and totally disabled due 
to mental condition or by the Eugenics Board for 
sterilization. Each patient is interviewed individ- 
ually and suitable tests are given. 

The majority of the referrals for psychological 
examinations originate in the county departments 
of public welfare, but large numbers of the cases 
are also referred by parents, relatives, 
juvenile courts, physicians, and others. 


schools, 


Persons desiring this service and persons and 
agencies wishing to make referrals for psycholo 
gical examinations should contact their county 
department of public welfare which schedules the 
visits of the psychologist to give examinations in 


the county welfare department as needed, 


ASSOCIATION 
held 
Hotel, 


NORTH CAROLINA SURGICAL 

The North Carolina Surgical 
its spring meeting at The 
Southern Pines, on April 19, 20, and 21. 

The program consisted of papers by Dr. Law 
Owsley on “Surgical Physiology of the 
Duodenum”; by Dr. Howard Star- 
ling on “Surgical Physiology of the Liver and 
Biliary Tract”; by Dr. James Davis on “Surgi- 
cal Physiology of the Pancreas”; by. Dr. Walton 
Kitchin on “Surgical Physiology of the Small and 
Large Bowel”; by Dr. William Shingleton on “Re 
cent Developments in Surgery”; 
by Dr. Beverly Hairfield on “Postoperative Care 


Association 
Hollywood 


rence 
Stomach and 


Gastrointestinal 
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following Gastric Surgery”; by Dr. Theodore 8S. 
Raiford on “Postoperative Care following Biliary 
Surgery”; by Dr. Isaac Harris on “Postoperative 
Care following Colonic Surgery”; and brief dis- 
cussions by Dr. William Hollister, Dr. Max Schie- 
Dr. William Noel on “Little Things 
Practice,” 


bel, and 
Learned in 


MEDICAL SOCIETY 
Society met in 


IE DGECOMB-NASH 
The Edgecombe-Nash Medical 


Rocky Mount Wednesday night, April 11. Dr. R. 
DD. Kornegay was in charge of the program. 


NEWS NOTES 

Dr. Edgar D. Grady, diplomate of the Ameri- 
can Board of Surgery, has announced the opening 
of his offices for the practice of general surgery, 
peripheral vascular surgery, and surgery of the 
mouth and neck, at South Stratford Road and 
First Street, in Winston-Salem. 

In recognition of its tenth anniversary in North 
Carolina, the Western Electric Company held open 
house at the Lexington Road plant in Winston- 
Salem April 23 through April 27. A large influx 
of visitors took advantage of the invitation to 
inspect the company’s plant and view demonstra- 
tions of some of the work underway. 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 


Ford Foundation Announces 

Matching Grant Program 
Physicians who have diligently worked 
the American Medical Education Foundation 
be interested in the April 15 announcement by H. 
Rowan Gaither, Jr., president of the Ford Founda- 
tion, of a 10 million dollar program of matching 
grants to the National Fund for Medical Educa- 
tion, Ford Foundation grants will be made on a 
matching basis over a five-ten year period, with 
a maximum limit in any one year of two million 

dollars. 

Last year the National Fund—which distributes 
monies raised by the AMEF along with contri- 
butions from industry and the general public— 
received $2,147,000 in unearmarked funds for dis- 
tribution to the nation’s medical schools. Of this 
amount, $422,812 came from the medical profes- 
sion through the AMEF. Under the Ford Found- 
ation formula, if these receipts are of equal mag- 
nitude in 1956, a Ford grant totaling 70 per cent 
of this amount, or $1,503,486, would be made. All 
contributions in excess of the 1955 total would be 
matched dollar for dollar, subject to the annual 
maximum of two million dollars, 

Grants will be paid to the National Fund on a 
sliding scale in a program that could last up to 
10 years but might be accelerated to completion 


for 
will 
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in five years, depending upon the rate at which 
additional contributions are developed. 
Second Regional Standard Nomenclature Institute 

Response to the A.M.A.’s first regional Standard 
Nomenclature Institute was so overwhelming 
that another has been slated for July in New York 
City. The second regional Institute will be held 
July 9-11 at the United Hospital Fund of New 
York. The three-day short course will offer in- 
struction and advice on ways of utilizing the 
Nomenclature in the hospital, doctor’s office, or 
clinic. Leetures on anatomy will be given by Ed- 
ward T. Thompson, M.D., editor, Standard Nomen- 
clature, and on theory by Adaline C, Hayden, 
C.R.L., associate editor. Practice periods in coding 
also will be given on Monday and Tuesday eve- 
nings. 

Applications should be sent to Mrs. Hayden at 
A.M.A. Headquarters, 535 North Dearborn Street, 
Chicago 10, Illinois. 


“Medical TV Series 
Planned For Next Season 

Live reports on current developments in medical 
progress will be brought to the American people 
over a greatly expanded television network next 
season. “Medical Horizons,” the popular television 
series, will again be presented by Ciba Pharma- 
ceutical Products, Inc., in cooperation with the 
American Medical Association. Beginning Sunday, 
September 9, “Medical Horizons” will be seen at 
4:30 p.m. EDT each Sunday over 85 stations of 
the American Broadcasting Company television 
network. 

The show format will remain the same. Don 
Goddard, veteran newscaster, will return as nar- 
rator, and Dr, William T. Strauss will continue as 
medical supervisor. 


New Horizons” 


Watch your local newspaper for exact time 
and station in your area, 


Guides for Industrial Nurses 


Physicians in charge of industrial medical de- 
partments have found the A.M.A. Council on 
Industrial Health’s new booklet on guides and 
procedures for industrial nurses to be a_ big 
time saver. Titled, “Guiding Principles and Pro- 
cedures for Industrial Nurses,” the booklet con- 
tains sections on qualifications, functions, 
tionships, and responsibilities of industrial nurses 
as well as standard procedures to follow. This 36- 
page booklet allows space for the physician to 
insert preferred or alternative instructions. 


rela- 


Since the pamphlet was first issued in Febru- 
ary, more than 15,000 copies have been distributed 
throughout the country. Single copies are avail- 
able free of charge from the Council, Quotations 
on quantity prices may be obtained from A.M.A.’s 
Order Department. 
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ASSOCIATION 


sponsor a 


AMERICAN MEDICAL 


The Committee on Cosmetics will 
symposium at the one hundred and fifth annual 


meeting of the American Medical Association in 


Chicago, June 11-15, 1956. The symposium will be 
held at 3:00 P.M. June 13, in the 
Ballroom of the Knickerbocker Hotel. 

This is the first time in the history of the As- 
sociation that a program has been specifically 
planned to inform the physician on the significance 
of cosmetics in medical practice. This symposium 
was prompted by the committee’s recognition of 
the increasing psychologic, physiologic, and eco- 
nomic importance of a healthy attractive skin and 
the close relationship between these aspects and 
the use of cosmetics. 


Wednesday, 


NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 

A full-time eight-week comprehensive course in 
occupational medicine for physicians will be given 
in the Post-Graduate Medical School of New York 
University-Bellevue Medical Center from Septem- 
ber 10 through November 2, 1956, it was announ- 
ced by Dr. Norton Nelson, chairman of the In- 
stitute of Industrial Medicine. 

Among the subjects being offered to physicians 
are: organization and administration of an indus- 
trial medical department; preventive con- 
structive medicine in industry; occupational dis- 
eases; toxicology and industrial hygiene for the 
physician; as well as biostatistics, communicable 
disease control and epidemiology. Opportunities 
will be provided for attendance at medical, sur- 


gical and clinico-pathological conferences during 
the course. 
For further information and application § ad- 


dress: Dean, New York University Post-Graduate 
Medical School, New York 16, New York. 
Tuition is $350. 


POSTGRADUATE COURSE IN OTORHINOLOGY 


The 1956 postgraduate course in otorhinology 
will be conducted by Dr. Irving B. Goldman at 
the Mount Sinai Hospita}, New York, in affiliation 
with Columbia University, July 14-28. 

The two weeks’ course will be given daily, from 
9 A.M. to 9 P.M. It will cover the basic principles 
of rhinoplasty, including reconstructive surgery 
of the nasal septum and otoplasty. Lectures, lab- 
oratory techniques, anatomic demonstrations, sur- 
gical and “follow-up” clinics are part of the pro- 
gram. 

The tuition fee is $300, payable to 
University. Candidates should apply to Registrar 
for Postgraduate Medical Instruction, The Mount 
Sinai Hospital, 5th Avenue and 100th Street, New 
York 29, New York. 


Columbia 
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AMERICAN COLLEGE OF GASTROENTEROLOGY 

The American College of Gastroenterology, in 
cooperation with the Ames Company of Elkhart, 
Indiana, again takes pleasure in announcing the 
1956 Ames Award Contest for the best papers in 
gastroenterology. 

There will be two classes of awards as follows: 

Fellows in Gastroenterology, Residents, First 

or Second Year Interns 

First Prize—$500.00, a certificate of merit and a 

one-year subscription to The American Journal 

of Gastroenterology, official publication of the 

American College of Gastroenterology 

Second Prize—$250.00, a certificate of merit 

and a one-year subscription to The American 

Journal of Gastroenterology. 

For the best paper published in The American 
Journal of Gastroenterology, during the twelve 
months ending 1956, $250.00 
awarded, 


June 30, will be 


All unpublished entries must be received no 
later than July 15, 1956, and should be addressed 
to the Research Committee, American College of 
Gastroenterology, 33 West 60th Street, New York 
23, New York. 


AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 

To stimulate interest in the field of 
medicine and rehabilitation, the American 
gress of Physical Medicine and Rehabilitation will 
award annually a prize for an essay on any sub- 
ject relating to physical medicine and rehabilita- 
tion. The contest, while open to anyone, is pri- 
marily directed to medical students, interns, resi- 
dents, graduate pre-clinical 
sciences, and graduate students in physical 
icine and rehabilitation. 

Manuscripts must be in the office of the Amer- 
ican Congress of Physical Medicine and Rehabili- 
tation, 30 North Michigan Avenue, Chicago 2, not 
later than June 1, 1956. 


physical 
Con- 


students in the 
med- 


AMERICAN CONGRESS OF 


PHYSICAL MEDICINE AND REHABILITATION 
The thirty-fourth annual scientific and clinical 
session of the American Congress of Physical 


held Sep- 
Ambassador, At- 


Rehabilitation will be 
The 


Medicine and 
tember 9-14, 
lantic City, New Jersey. 

Scientific and clinical sessions will be 
September 10, 11, 12, 13, and 14. All sessions 
be open to members of the medical profession in 
good standing with the American Medical Associa- 
tion. 


inclusive, at 


given 
will 


In addition to the scientific sessions, annual in- 
struction held. These lectures 
will be open to physicians as well as to therapists, 
who are with the American Registry 


seminars will be 


registered 
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of Physical Therapists or the American Occupa- 
tional Therapy Association 

Full information may be obtained by writing 
to the executive secretary, Dorothea C. Augustin, 
American Congress of Physical Medicine and Re- 
habilitation, 30 North Michigan Avenue, Chicago 
2, Illinois. 


NATIONAL FOUNDATION FOR 

INFANTILE PARALYSIS 
Foundation for Infantile Para- 
has announced the appointment of Miss 
Edith A. Aynes as coordinator of professional 
education program information. 

Under the supervision of the director of pro- 
fessional education, Miss Aynes will develop and 
carry out plans for interpreting the program of 
the Division of Professional Education to pro- 
fessional groups, and in cooperation with the 
Department of Public Relations, to the lay public. 


The National 


lysis 


WORLD MEDICAL ASSOCIATION 

On May 1 the secretariat of The World Med- 
ical Association and the United States Committee, 
Inc. moved to a suite of offices in the Coliseum 
Tower Office Building at 10 Columbus Circle, New 
York 19, New York. 

The Coliseum was planned to accommodate the 
increasing number of large organizational meet- 
ings and conventions wishing to convene in New 
York City. It is so constructed that it offers facil- 
ities for three different conventions being held 
within its premises simultaneously. The Ameri- 
can Medical Association has reserved the Coliseum 
space to accommodate its annual meeting in June, 
1957. 

The tower overlooks Central Park and is out- 
standing not only in its incorporation of the 
latest improvements to facilitate executive office 
procedure but is also unparalleled in its central 
location and convenience to all modes of city 
transportation. 


UNITED STATES ATOMIC 
ENERGY COMMISSION 

Award of 51 unclassified life science research 
contracts in the fields of medicine, biology, and 
biophysics was announced recently by the U. S. 
Atomic Energy Commission. The contracts were 
awarded to universities and private institutions 
as part of the AEC’s containing policy of as- 
sisting and fostering research and development in 
fields related to atomic energy as specified in the 
Atomic Energy Act of 1954. 

The contracts awarded include a grant to Mau- 
rice Whittinghill of the University of North Car- 
olina, for a study of genetic recombination as in- 
fluenced by mutagenic and non-mutagenic en- 
vironmental agents. 
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DEPARTMENT OF THE ARMY 

Draft eligible men who are skilled in one of a 
variety of medical specialties may qualify for the 
special Army Reserve program announced re- 
cently by Secretary of the Army Wilber M. Bruck- 
er, according to Major General Silas B, Hays, 
Surgeon General of the Army. 

Under the provisions of this plan, men classi- 
fied as 1-A for military duty, and qualified to 
serve in one of the medical specialties, may ful- 
fill their active service obligation by performing 
six months of active duty. Thereafter they will be 
free of any further military training demands so 
long as they remained engaged or employed in 
critical civilian occupations which are peculiar to 
the Army Medical Service. 

The Department of Labor has compiled a list 
of occupational specialties in which the Army 
has requirements or a primary interest. They 
include veterinary medicine, pharmacy, physiology, 
plant pathology, biochemistry, chemistry, ento- 
mology, parasitology, nursing, physical therapy, 
occupational therapy, dentistry, bacteriology, psy- 
chology and psychiatric social work. 

Selection of individuals for the special Reserve 
program is made by Selective Service which cer- 
tifies him to the Army as being eligible for en- 
listment in the Ready Reserve of the Army for 
an eight-year period. 


Classified Advertisements 


SURGEON: Board - eligible 
practice in group or in association with another 
surgeon. Reply to: Key to 75—SEC, P.O. Box 
790, Raleigh, N. C. 


surgeon desires 


STATE HOSPITAL AT BUTNER. Positions 
available for young active practitioners, psy- 
chiatric experience desirable but not essential. 
Good living and working conditions. Please 
write in the first instance to: The Medical Su- 
perintendent, State Hospital at Butner, Butner, 


N. C. 


WANTED young energetic graduate of South- 
ern Medical School for association in General 
Practice in town of 35,000 to 45,000 in suburb 
of Atlanta. Initial salary will be commensurate 
with training and ability with percentage of 
net income to follow after period of adjust- 
ment, Write: Medical Placement Service. 15, 
Peachtree Place, N.W., Atlanta, Ga. 


WANTED—Technician trained in cutting and 
staining of microscopic sections. For details 
write Department of Surgery, University of 
North Carolina, Chapel Hill. 
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DRAMAMINE’ IN VERTIGO 


Notes on the Diagnosis and Management of “Dizziness” 


Il. Meniére’s Syndrome 


1. Paroxysmal Whirling Vertigo. This consists of sudden attacks of dizziness, often when 
the patient is at rest or asleep. The patient may feel that he himself is whiriing or that fixed 
objects about him are whirling. The attack usually lasts for a few minutes; occasionally tt 


is severe for weeks on subacute for months, 


also progressive, 


Fewer diagnostic errors' will result if a “triad of 
symptoms” is required of patients with suspected 
Méniére’s syndrome. These are the symptoms of 
typical Méniére’s syndrome: 
1. Severe paroxysmal vertigo which may be of two 
types; either the patient feels that he is whirling 
or that objects about him are whirling. 
Fluctuating subtotal hearing loss, usually affect- 
ing the higher tones, is noted at the same time as 
vertigo. 
3. Tinnitus, usually unilateral, is associated with the 

deafness and dizziness. 
With Méniére’s syndrome there is no definite locali- 
zation® by the Baérdny (vestibular reaction) test and 
results of the caloric test are not diagnostic. Physi- 
cal examination should rule out disease of the cen- 
tral nervous or cardiovascular systems before a 
diagnosis is made. 

“Treatment with Dramamine®. . . is effective’ in 
aborting and preventing attacks of Méniére’s syn- 


2. Subtotal Hearing Loss. 

Deafness will usually affect the 
high tones and it may be uni- 
lateral or bilateral, Sometimes 
the hearing loss is severe and 


3. Tinnitus. This ts usually unt- 
lateral and present in the ear 
with greater hearing loss and 
43 without a definite pattern, 


drome ... will prevent or arrest attacks of vertigo. 
It will algo reduce the intensity of the tinnitus apd 
so may save some of the hearing in the affected ear.” 

Dramamine is recommended for Méniére’s syn- 
drome as the sole therapy or in combination with 
other treatment programs. 

It is a therapeutic standard also for motion sick- 
ness and is useful for relief of nausea and vomiting 
of radiation sickness and fenestration procedures. 

Dramamine (brand of dimenhydrinate) is supplied 
in tablets (50 mg.); Supposicones® (100 mg.); ampuls 
(250 mg.); liquid (12.5 mg. in each 4 cc.), G. D. 
Searle & Co., Research in the Service of Medicine. 


. DeWeese, D. D.: Symposium: Medical Management of 
Dizziness. The Importance of Accurate Diagnosis, Tr, Am. 
Acad, Ophth, 54:694 (Sept.-Oct.) 1954 

. Jackson, C., and Jackson, C. L. (editors); Diseases of the 
Nose, Throat, and Ear, Philadelphia, W. B. Saunders Com- 
pany, 1945, pp. 368; 414 

. Queries and Minor Notes: Méniére’s Syndrome, J.A.M.A., 
141 ;500 (Oct, 15) 1949. 


A new edition of ‘Dramamine Reviews and Abstracts,’ containing di- 0. Box 5110,8 
gests of more than 100 recent articles, is available on request to... . Chicago 80, IIlinols 
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A SMART SECRETARY 
USES PLAIN "HORSE SENSE!" 


When a smart secretary makes suggestions, she makes 
good ones ,.. the kind that not only saves the busy Doctor 
time and embarrassment, but puts money in the bank in- 
stead of un-paid bills in his past-due file. 

Your suggestion that the Doctor use the services offered 
by your Medical-Dental Credit Bureau will raise you even 
higher in his opinion. Your Medical-Dental Credit Bureau 
collects past-due accounts and at the same time, promotes 
good will. That’s mighty important ... it’s something your 
Medical-Dental Credit Bureau points to with pride... be- 
cause good will restores ex-patients! 

Yes, you’re using plain “horse sense” when you suggest 
to the Doctor that he call or write your nearest Medical- 
Dental Credit Bureau for full information without obliga- 


tion... today! 


DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—I15 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg.—Phone 3955 Raleigh—715 Odd Fellows Bldg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


APPALACHIAN HALL 


ESTABLISHED — 1916 


ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituation, 
Insulin Coma, Electroshock and Psychotherapy ye employed. The Institution is equipped with complete laboratory 


facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray Grirrin, Jr., M.D. MARK A, GRIFFIN, SR., M.D. 
Rosert A, Grirrin, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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All the benefits of prednisone 


and prednisolone 


plus positive antacid 
action to minimize 
gastric distress 


Multiple Compressed Tablets of ‘Co-Devtra’ 
and ‘Co-Hypettra’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone, Each Multiple Compressed 


4 q Tablet is specifically formulated as a “tablet 
\ a 2 within a tablet” to provide stability and to re- 
Wl \ 4 \ lease in sequence antacid and anti-inflammatory 

4 \ @ components. 

WwW | 
< Prednisolone Buffered MULTIPLE 


COMPRESGED 


and 


'Co-Deltra' Prednisone Buffered 


Supplied: Multiple Compressed Tablets of 
*Co-Dettra’ and ‘Co-HyDELTRA’, each contain- 
ing 5 mg. prednisone or prednisolone, 300 mg. of 


TABLETS 


> dried aluminum hydroxide gel, U.S.P., and 50 
mg. of magnesium trisilicate, U.S.P., bottles of 
30 tablets, 

Philadelphia 1, Pa, and 


Division oF Merck & Co., INC, are the trademarks of Mrack & Co, Ine 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.B., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


50 million times a day at home 
at work or on the way 


There’s 


nothing 


XXXIV 

| 

vw 

4 

\ 

e 

lik 

ike a 4 | 

| DRINK 

A = fe 4, 

¥ 

\ 


May, 1956 ADVERTISEMENTS XXXV 


THE MILTOWN MOLECULE 


the tranquilizer with 


KNOWN 
CONTRA-INDICATIONS 


ideal for prolonged therapy 


@ Effective in anxiety, tension and muscle spasm 

@ Well tolerated—not habit forming—essentially non-toxic 
@ Does not produce depression 

@ Orally effective within 30 minutes for a period of 6 hours 


@ Supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets—3 times a day 


Miltown 


the original meprobomote—2-methy|-2-n-propyl-1,3-propanediol dicarbamate—U S. Patent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. WV 
NA 


Literature and Samples Available on Request 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 
Manfred Call, II, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D, 
John D. Call, M.D. 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 
Pediatrics: 
Charles P. Mangum, M.D, 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L, Mason, M.D. 


Vathology: 
James B. Roberts, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


and Radiology: 
Fred M. Hodges, M.D 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., 
William C. Barr, M.D. 


Physiotherapy: 
Miss Etheleen Dalton 


William B Moncure, M.D. 
Heth Owen, Jr., M.D. 


Charles C. Hough 


A Gift iN 
Original Pennsplvania-Burey HICKORY VALLEY FARM 


Smoked TURK EY 


Great chefs, gourmets, famous 
hostesses acclaim these hick- 
ory smoked turkeys as among 
the true luxury delicacies of 
the world. The meat is actu- 
ally pearly-pink! A flavorful 
gift that will be received with 
delight, remembered for a 
lifetime 


Baked and Glazed Sherry 


HAM 


Glazed, baked sherry-basted 
ham, spiced with choicest 
cloves, ready to eat! This 
superb ham nestles in its dis 
tinctive gift package like a 
great treasure 


Pennsylvania Dutch Hickory Smoked 


PERFECT TASTE 


DELICIOUS SMOKED MEATS by mail 
Superb Eating! 


HEARTS OF HAM 


It's the kernel of the ham, all 
meat, The bone is removed 
before it's smoked, Sealed in 
Cry-O-Vac to retain its flavor, 
these plump Hearts are all 
lean meat! Only a limited 
number available, order now. 


Canadian Style 


BACON 


Tender, tasty pork loins, hick- 
ory smoked according to our 
own Penn-Dutch recipe. All 
good, lean eating meat, not a 
speck of waste, and superb to 
the taste 


Here is old fashioned hickory smoked sausage, seasoned and mixed according to an 
authentic Pennsylvania Dutch recipe. Made from all meat pork cuts—no trimmings. 


SAUSAGE 


(1) SMOKED WHOLE TURKEY; wt Ibs, @ $1.75 a Ib 
(Aver. wt. 10-20 Ibs) 
(1) HEARTS OF HAM; from 4 to 6 Ibs. @ $2.75 2 Ib 
(0 WHOLE BAKED AND GLAZED HAM; wt 
$1.75 a tb. (Aver. wt. 10-18 Ibs.) 
() CANADIAN STYLE BACON; from 4 to 6 Ibs. Strips @ 
$2.25 a Ib 
oO re SMOKED PORK SAUSAGE; @ $5.60 per 
Ib. pkg 


“HICKORY VALLEY FARM, 


Links o luxury that keep indefinitely under refrigeration ? 
My check or money order enclosed. Please send products checked , 
postpanl, gilt wrapped, gift card enclosec 
(Please print or type names and addresses to whom gifts are to be sent) 


Ibs @ 


ADDRESS 


ZONE... STATE 
Write for Pree Penn Duteh Cookbook 


LITTLE KUNKLETOWN, STROUDSBURG, PENNA 


CITY 


INC, 


M.D. 
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for more , efficient 


CONTROL OF 


Each tablet contains: Aspirin 200 mg. (3 grains) 
Phenacetin | 150mg. (2% grains) 
Caffeine 30 mg. (Y% grain) 


Demerol hydrochloride 30 mg. (% grain) 


Average Adult Dose: 1 or 2 tablets 
repeated in three or four hours as needed. 


Bottles of 100 tablets. Narcotic blank required. 


"Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent 
doses of any of these used singly."* 


(| Juithnep LABORATORIES 
NEW YORK 18, N.Y 
*Bonica, J.J.; and Backup, P.H.: Northwest Med., 54:22, Jan. 1955. 


Demerol, trademark reg. U.S. Pat. Off., brand of meperidine, — May be habit forming 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 


turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 


our staff of visiting physicians. 


Dr. HOWARD R. MASTERS 


Dr. JAMES ASA SHIELD 
Dr. WEIR M, TUCKER 
Dr. GEORGE 8, FULTZ, JR. 


Dr. AMELIA G. Woop 


Catalog on Application 


for Safe, Fast Sterilization 
in the Private Office 


PELTON HP-2 AUTOCLAVE 


For the safe sterilization of any instrument 
or material that touches the bloodstream of 
a patient, autoclave sterilization is highly 
recommended, The Pelton HP-2 Autoclave not 
only gives you this safety, but also the speed 
of hospital sterilization. It is completely self- 
contained, generates its own steam, automatic- 
ally controlled; chamber is 8” x 16”. Ask for 
complete details of this necessary equipment. 


Carolina Surgical Supply Company 


RALEIGH, N. C. DURHAM, N. C. 


The Training SCHOOL 
at VINELAND, New Jersey 


For Retarded and Slow-Learning Children 
Established in 1888 as the “Village of Hap- 
piness”; for boys and girls, all ages. Aca- 
demic, vocational, social training; wide rec- 
reation; cottage living; medical, psychiatric, 
psychologic services. Year-round program. 
Special Summer Program. Internationally 
known research center. 


Write Director 
The TRAINING SCHOOL 


Vineland, New Jersey Phone 7-0021 
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ws 
anxi ty lelen ms 
without excessive sedation 


stable hypotensive effect without rapid peaks and 
declines in blood pressure 


Systotic Comparative etc of avn on he ed pressure 
hypertensive patient and normotensive patient. 


MRaudixin Begun) Raudixin Discontinued» 
180 
DOSAGE: 100 mg. b.i.d. initially; f : ~ Hypertensive Patient 
may be adjusted within a range of 
50 mg. to 500 mg. daily. Most pa- 140 == ’ a 
tients can be adequately maintained ; ene 
on 100 mg. to 200 mg. daily. 100 = f 
SUPPLY: 50 mg. and 100 mg. tab- iY r 
lets, bottles of 100, 1000 and 5000. oo 
Days 10 20 3% 40 50 60 70 60 90 


The hypotensive action of Raudixin is selective for the hypertensive state. 
For this reason, Raudixin does not significantly affect the blood pressure of 
normotensive patients. 
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Ataractics and Holotherapy in 


MENTAL and EMOTIONAL 
DISORDERS 


Already clearly historical are the 
major successes due to use of the 
new ataractics, or tranquilizers, in 
mental and emotional disorders. Still 
vital, however, to enduring, optimal 
remission in all such disorders is the 


assurance of adequate nutrition —a 
therapeutic and prophylactic funda- 
<6 mental, For, the nervous system, 
"sc even with the aid of the most effica- 


cious drug, simply cannot function 
normally unless adequately supplied 
with essential nutrient factors. 


Optimal treatment of all mental 
and emotional disorders whether 
mild or severe, acute or chronic, 
assures intake of bal- 
anced, complete pro vi 

and minerals—routinely, in 
adequate supply. 


Patients with even the mildest of 


4 | neuroses are under psychic stress. 


_. And stress increases the require- 
' ments for vitamins of the B complex. 
Deficiency of these vitamins or of 


a essential amino acids instigates a 


_ tendency toward psychopathologic 


symptoms. A vicious cycle may thus 


be produced —to respond optimally 


only to total treatment, or holother- 


apy, which takes into account the 
fundamental; adequacy and balance 
of nutrients. 


i 
| “Brewers’ yeast is an excellent source 
_ of proteins of high biologic value and 
' of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the B complex and to 
add to the protein quota of the diet, 
_ this food can profitably be incorpo- 
rated in other foods,”’* 


an eminently valuable natural supple- 
ment — with these unique advantages: 


complex fac nutritionally 

@ Optimal balance of amino acids and 
B complex factors 

© Important source of minerals 


VITAMIN FOOD CO.,INC. Newark 4, N. J. 


*MeLester, J. and Darbr, W, J.: Nutrition and 
Diet In Health 
1962, p. 195. 


and Disease, ed. 6, Phila., Saunders, 


years ago they told me: 


“YOU HAVE LESS 
THAN A YEAR 
TO LIVE!” 


“MUST HAVE BEEN back in 1919 or 20. 
Hopeless case of diabetes. No known 
cure... 

“BUT HERE 1 AM. They found a treat- 
ment—insulin—in time. Today, nobody 
has to die of diabetes. 


“CANCER, I know, is atougher problem. 
But the laboratories can lick that one, 
too—with our support. Already, 
they’re curing people who would have 
been done for a few years ago. Last 
year—thanks to $5,000,000 allocated 
by the American Cancer Society from 
our contributions—they found out a 
lot more . . . though there’s still a long 
way to go. 

“THEY NEED MONEY, though. $5,000,000 
is still less than 4 cents per American per 
year. Not enough, Not enough to find 
the answer fast enough—230,000 
Americans are going to die of cancer 
this year, they say. 

“’M NOT RICH, but I gave ’em $50 last 
year—hope to do better this time. 
After all, where would / be if the 
laboratories working on diabetes, that 
time, hadn’t been given enough 
support—?” 


Cancer 
MAN'S CRUELEST ENEMY 


Strike back—Give 
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HOW VAGISEC LIQUID 


PENETRATES 


RECESSES OF VAGINA 
AND EXPLODES 
TRICHOMONADS 
OFTEN MISSED 


00 OFTEN AN ORDINARY trichomonacide fails to 
; vaginal trichomoniasis because it has little 
or no effect on parasites that are not on the surface. 
Trichomonads burrowed deeply into the roughened 
mucosa survive and set up new foci of infection. In 
fact, even a few hidden trichomonads remaining 
after treatment can cause acute exacerbations, With 
Vacisec® liquid and jelly you can overcome this 
most troublesome problem. 
Penetrates thoroughly — This new and unique trich- 
omonacide spreads out and wets the entire vaginal 
surface. It rapidly dissolves mucinous materials, fats 
and blood clots.! It penetrates the cellular debris that 
lines the vaginal walls and shields the parasites, 
reaching trichomonads deep in their hiding places 


Explodes trichomonads — Vacisec liquid actually ex- 
plodes trichomonads within 15 seconds after douche 
contact.? Two surface-acting agents and one chelat 
ing agent combine to weaken the cell membrane, 
to remove the waxes and lipids, and to denature the 
protein, With its cell wall destroyed, the parasite im- 
bibes water, swells and explodes. All this occurs within 
15 seconds, Only scattered fragments remain. 
Proves highly effective — With the Davis techniquet 
you can now rid patients of “trich,” even cases that 
have resisted other treatment. Vacisec liquid was 
developed as “Carlendacide,” by Dr. Carl Henry 
Davis, M.D., noted gynecologist and author, and 
C. G. Grand, research physiologist. Clinical trials 
by more than 150 physicians show better than 90 per 
cent success.8 

Use liquid and jelly —In the Davis technique, Vacisre 
liquid is used in office therapy. At the same time, 
liquid and jelly are prescribed for home use. They are 
well tolerated, leave no messy discharge or stain. 


Office treatment — Expose vagina with speculum and 
wipe walls dry with cotton balls. Then wash thor- 
oughly with a 1:100 dilution of Vacisec liquid. Re 
move excess fluid with cotton balls, Dr. Davis 
recommends six treatments, 

Home treatment—Patient douches with Vacisec liquid 
every night or morning and then inserts Vacisrc jelly 
Home treatment is continued through two menstrual 
periods, but omitted on office treatment days, Douch 
ing contraindicated in pregnancy. 


Photomicrograph of section of 
epithelium of normal vaginal 
shows 


mucosa, enlarged 750 times 


uneven surface where trichomonads 
bide 
and explodes organisms in 
bard to-reach areas 


Vacisec penetrates surface 


One course of treatment —“If the treatment has been 
accomplished as directed,” the patient “will have no 
flagellates provided the infection was limited to the 
vaginal canal... A few women have infected cervical, 
vestibular or urethral glands and require other types 
of treatment.”* Continued douching with Vacisre 
liquid two or three times each week for eight to 
twelve weeks helps prevent re-infection, 

Prevents coital re-infection — Infected husbands are 
“\..a potential source of re-infection in wives suc- 
cessfully treated.”5 Prescribe for your patients the 
protection afforded by Schmid high quality condoms. 
Specify the superior RAMSES® rubber prophylactic, 
transparent, tissue-thin, yet strong. If there is anxiety 
that rubber might dull sensation, prescribe XXXX 
(rourrx)® prophylactic skins, of natural animal 
membrane, pre-moistened. 

Active ingredients in Vacisec liquid: Polyoxyethylene nonyl 
phenol, Sodium ethylene diamine tetra-acetate, Sodium dioctyl 


sulfosuccinate. In addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 

References: 1, Davis, C. H., and Grand, C. G.: Am, J. 
Obst. & Gynec. 68:559 (Aug.) 1954, 2, Davis, C. H.: J.A.M.A 
157:126 (Jan. 8) 1955. 3, Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 4, Davis, C. H. (Ed.): Gynecology and Obstetrics 
(revision), Hagerstown, W. F. Prior, 1955, vol. 3, chap. 7, pp 
23-33. 5. Lanceley, P., and McEntegart, M. C.: Lancet 1.608 
(Apr. 4) 1953 


JULIUS SCHMID, wwe 


dgynecolodical division 
423 West 55th Street, New York 19. N.Y 


Vaacisec, RAMSES and are 
registered trade. marks of henid, ine 
App. for 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. D. E. H. &. TAYLOR, M. D. J. T. VERNON, M. D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 


_.THE MERCURIALS Compliments of 


‘HAVE PROLONGED Wachtel’s, Inc. 


THE WORKING PERIOD | 
SURGICAL 
SUPPLIES 


LIFE SPAN OF 
COUNTLESS SUFFERERS 
FROM CONGESTIVE 


HEART FAILURE... 


TABLET 


NEOHYDRIN 


65 Haywood Street 
*Fishberg, A.M. Hypertension 


and Nephritis, ed 5, Philadelphia, ASHEVILLE, North Carolina 
& Febiger, 1954, pp 177.178 


P. O. Box 1716 Telephone 3-7616—3-7617 
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USE 
POLYSPORIN’ 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 


Wille Mitr 
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integrated relief... TABLETS (yellow, coated). each containing 
2 visceral spasmolysis 


Summit, N. J. mucosal analgesia 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M. 


1904 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found, 


Wortu WILLIAMS, Business Manager R. M. Bure, Jr., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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thinking about a 


get a fine One. ..the little more it may cost* 
will pay off handsomely in the long run. A fine 
Picker fluoroscope like this will serve you efficiently 
for many a long year. It is built by the same skilled 
craftsmen to the same high standards as the Picker 
apparatus used in three out of four Medical Schools and 
Teaching Institutions in the U. S. and Canada. 


"You can rent it (or any other Picker apparatus) if you'd rather, 


25 South Broadway, White Plains, N. Y. 


Picker x-ray apparatus is backed by a service organization without 
peer in the field. There's a local Picker office near you, ready to 
serve you well and promptly in anything having to do with x-ray. 


CHARLOT? =< 4, N.C., 1707 East Seventh Street Durham, N.C., P.O. Box 994 
Winston-Salem, N.C., 1016 Vernon Avenue 
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Assurance 


Your most fastidious patient will not hesitate to use this 
dainty, feminine, yet medically proven specific for vulvo- 
vaginal infections. Clinically effective in Leukorrhea, Tri- 
chomonas and Monilia vaginitis. 


Vagimine 


VAGINAL INSERTS 


Combines 5 gentle but potent anti-microbial agents in buff- 
ered, lactose-dextrose base assuring proper pH. Your patient 
has the assurance of prompt, effective whief at moderate cost 
-»- You have the assurance she will use them as prescribed. 


Vagimine Inserts contain: 

Phenyl mercuric acetate 3.5mg. Tyrothricin 0.5 mg. 

9-aminoacridine hydrochloride 2.0 mg. Hyamin 10X 2.0 mg. 

Methyl para hydroxybenzoate 7.0 mg.  Succinic acid 15.0 mg. 
Buffered Lactose-Dextrose base q. s. 


Literature and Sample on request 


19180 MT. ELLIOTT AVENUE 
DETROIT 34, MICHIGAN 


ESTABLISHED 1911 


~~ WESTBROOK SANATORIUM 


cA private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD 
Medical Director 


ment procedures—electro shock, in- JOHN R. SAUNDERS, MD. 


sulin, psychotherapy, occupational and 
THOMAS PF COATES, MD. 

recreational therapy—for nervous and Awaniate 
JAMES HALL, JR, M.D 

Awociate 


mental disorders and problems of 


addiction. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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“DOCTOR” 
Give Us Your Transportation Worries 

OUR BENEFITS WE COVER 
COMPLETE LIABILITY INSURANCE 
RELEASE OF CAPITAL i] of, 100,000/300,000 
Bodily Injury and 
Any Make 2 z 50,000 for Property 
Damage 

No Worries Over Z PL AN 
Taxes-Fees | You Are Protected 
With 100% Coverage 
—— E FOR Th On Collision, Fire 
Insurance ¥ MEDICAL and Theft Insurance 

Repairs 


If Your Car 

Is Out of Service, You 
Are Provided With a 
Replacement 


License Fees 


For Most of You, All 
This Is 100% Tax Deductable 


Towing Cost 


Anti-Freeze 


Battery Replacements 


All Repairs, Tire & 
Tire Replacements Battery Replacement Are 


Inspection Registration Purchased In Your 


Fees Home Town 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor's Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Coll 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


212 MORGAN STREET 
PHONE 2-3905 


W. A. Gay, Executive Vice President 


P.O. BOX 427 
DURHAM, NORTH CAROLINA 


G. B. Griffith, President 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours, The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 


Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga, 
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WE CORDIALLY INVITE YOUR INQUIRY | 


for application for membership which af- 
fords protection against loss of income from | 
accident and sickness (accidental death, 
too) as well as benefits for hospital ex- | 
penses for you and all your eligible de- | 
| 


pendents. 


EVERY WOMAN 


WHO SUFFERS 


IN THE 


| MENOPAUSE 


DESERVES 


“PREMARIN: 


PHYSICIANS 


SURGEONS 
DENTISTS natural, oral 


widel y used 


esl rogen 


$4,500,000 ASSETS 
$23,600,000 PAID FOR BENEFITS 
SINCE ORGANIZATION 


AYERST LABORATORIES 
New York, N.Y. © Montreal, Canada 
5645 


SINCE 
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us 
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is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. 


Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


at inner corner 


@ Insole extension and 
of heel where support i 
@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

®@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

@ NOW AVAILABLE! Men’s conductive shoes. 
N.B.F.U. specifications. For surgeons and operating 
room personnel. 

@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 

Write for details or contact your local FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


FOR 

Th EXCEPTIONAL 
ompson CHILDREN 

Homestead Year-round private 


home and school for 


School infants, children and 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAscom THOMPSON, Principal 
FREE UNION VIRGINIA 


Patronize 


Your 


Advertisers 
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Upjohn 
in most conditions 


KALABATOO in which oral cortisone’ - 
or hydrocortisone is effective 
Available in 1 mg. and, 2.5 mg 
tablets in bottles of 100, and in § mg 
tablets in bottles of 30, 100, and 500 + 
Usual dosage 1s. ' to 1 tablet = or four 


times daily. 


SAINT ALBANS 


RADFORD, VIRGINIA 


STAFF 
James P. King, M.D., Director 


James K. Morrow, M.D. Thomas FE. Painter, M.D. Danie! D. Chiles, M.D. 
James L. Chitwood, M.D., Medical Consultant Clara K. Dickinson, M.D. 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 


BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 


LI 
*Trademark for the Upjohn brand of prednisolone (delta-I-hydrocartisone) 
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 Qut-Patient Clinic 
And Hospital For Rehabilitation Of 


THE 
KEELEY ALCOHOLIC 


A. F. Fortune, MD: Medical Director 


Fortune, MD: Associate Medical Director 


INSTITUTE 
R. H. Dovenmuehle, MD: Consultant in Psychiatry 


447 W. Weshington $4. 
GREENSBORO, In-patients are accepted in state of acute 


MORTH CAROLINA alcoholism. No waiting period required. 
Registered by American Medical Association 


WHEN CONTINUOUS 
DIURESIS IS MANDATORY TO 
CONTROL HEART FAILURE, 
NEOHYDRIN 

BECOMES THE SUPERIOR 
[ORAL] AGENT, SINCE THIS 
COMPOUND CONTINUES TO 
PRODUCE DIURESIS WHEN 
ADMINISTERED DAILY’* 


*Moyer, J. H., and Hughes, W. M.: 
J. Chron. Dis. 2:678, 1955. 


ELIMINATE 
STAIR 
‘CLIMBING 


INCLIN-ATOR 


Goes up or down 
stairway. Seats two 
comfortably. 


ELEVETTE itt 
Fits into home stair- i 


well, closet, or other 
small places. 


Both push-button controlled. Operate 
on ordinary house current. Attractive. 
Used in hundreds of North Carolina 
homes. Surprisingly low in cost. 


Call or write for information 


Greensboro, North Carolina 


Patronize 
Your 


Advertisers 
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HydroCortone -TBA 


CHYDROCORTISONE TERTIARY-BUTYLACETATE, MERCK) 


gives the arthritic patient more days of freedom 
from joint symptoms—in many patients the 

anti-rheumatic effect persists 2 to 10 times longer 

than after injection of hydrocortisone acetate. 


Philadelphia 1, Pa. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE TEA—26 MG./CC., VIALS OF DIVISION OF Merck & Co., Ino, 


Its action is local and without systemic effect. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER. M. D. Jas. N. BRAWNeR, Jr.. M.D. ALBERT F. BRAWNER, M. D. 


MEDICAL DIRECTOR ASGISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


a good buy in 


buy 
public relations 
hea” . place 


today’s health 
in your reception room 


AMERICA'S 
AUTHENTIC 


HEALTH MAGAZINE Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 
SPECIAL Please enter (1, or renew 1, my subscription for the 
HALF-PRICE RATES FOR period checked below: 
PHYSICIANS, NAME 
MEDICAL STUDENTS, INTERNS ernaer. 
ZONE_STATE 


CREDIT WOMAN'S AUXILIARY OF —______.. COUNTY 


()4 YEARS... $4.00 YEARS...96.90 $2.50 
()3 YEaRs...s¢ $3.25 YEAR $1.50 
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CORRECT 


Wyeth 


Ww) 


Philadephia 1, Pa. 


CONSTIPATION... 


RESTORE 
HABIT TIME 
OF BOWEL 


MOVEMENT 
PETROGALAR*® 


Aqueous Suspension of Mineral Oil, Plain 


Bottles of 1 Pint 
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pleasant-tasting Chloromycetin for pediatric use 


; Your young patients won't hit the war path at medication time when the prescription calls for 
SUSPENSION CHLOROMYCETIN PALMITATE., Its appealing custard flavor rates it as 
“good medicine” with the most rebellious braves. 


Good medicine, too, for a wide variety of infections in infancy and childhood, 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) affords rapid recovery 
and speedy convalescence. 


Because of its liquid form, dosage of SUSPENSION CHLOROMYCETIN PALMITATE 


is easily adjusted. That it needs no refrigeration is an additional convenience to every 
harassed mother. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or 

for minor infections, Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


supplied: SUSPENSION CHLOROMYCETIN PALMITATE, containing the equivalent of 
125 mg. of Chloromycetin in each 4 cc., is available in 60-ce. vials. 
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to help you relieve 


the severe emotional upset 


of the menopausal patient 


THORAZINE” 


‘Thorazine’ can facilitate 
the over-all management of 
your menopausal patient. 
Its unique, non-hypnotic 
tranquilizing effect 

relieves anxiety, tension, 
agitated depression and 
helps you to restore to 

the patient a feeling of 
well-being and a sense 


of belonging. 


*Thorazine’ is available in 
ampuls, tablets and syrup (as 
the hydrochloride), and in 
suppositories (as the base). 


‘Thorazine’ should be 
administered discriminately 
and, before prescribing, the 
physician should be fully 
conversant with the available 


literature. 


For information write: 


Smith, Kline & French 
Laboratories, Philadelphia 1 


*T.M. Reg. ULS. Pat. Off. for 


chlorpromazine, S.K.F. 


ace 
| 
q 
: 
| 
| | 
j 
Ad 
>. 


